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Chapter 1 



What Is in This Manual 
for You? 

Chandra Mehrotra 
College of St. Scholastica 





^1 



What Is Informal Caregiving? 

A great amount of care for older adults is pro- 
vided by their spouses, daughters, sons, daughters- 
in-law, sons-in-law, friends, and neighbors. Those 
who provide such care play an extremely important 
role in the lives of older people and are referred to 
as "informal caregivers." The term "informal care- 
giving" refers to unpaid care provided to an older 
person who has some degree of physical, mental, 
emotional, or economic impairment which limits in- 
dependence and necessitates ongoing assistance. In- 



deed, it is the availability of this informal care that 
is often crucial in ensuring that older people can 
maintain their preferred life style within the com- 
munity. Here are some typical situations: 

• Mrs. Reed, 62, found herself torn between 
two telephone calls. In one she heard about 
her SS-year-old father who was feeling sick. 
In the other she heard her daughter's tired, 
sad voice pleading for her presence 
because her two small children were sick. 
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^ Delores, a schoolteacher, and Jackie, a 
registered nurse, are two unmarried sisters 
who live with and share responsibility for 
their 79-year-old widowed mother who is 
blind and paralyzed by a stroke. 

• Last year, Lucy, 58, took a leave of absence 
from her job to care for her terminally ill 
husband who died shortly thereafter, A 
month later her severely impaired 88-year- 
old mother moved in, and Lucy has never 
returned to work, 

^ Tom and Marie have cared for Tom's 
father. Bill, in their home for the past three 
years. Bill, a stroke victim, also ex- 
periences periodic bouts with depression. 
The family, including their three children, 
share the caregiving responsibilities. 

• John and Mary have been providing care 
to Laila, John's mother, who has been liv- 
ing with them since she had a mild stroke 
a year ago. This summer Mary had to go 
out of state to conduct a workshop, and 
their plan was that her husband John 
would join her. Because of a sudden turn 
in his mother's health, John decided not to 
leave town so that he could take care of his 
mother. Fortunately, their 21 -year-old 
daughter. Candy, came home from college, 
and the two were able to shai e the caregiv- 
ing role. 

As these examples show, caregiving becomes a 
family affair in many households, involving members 
of different ages. Family members help each other 
depending upon their needs, abilities, and other 
demands on their time. Sometimes we serve as 
caregivers and at other times we are care receivers. 
This 'heme of . 3ciprocity in caregiving, which is 
shown in the illustration at the beginning of this 
chapter, is referred to as the "circle of caring." 

While the type of care provided by informal care- 
givers like yourself depends upon the disability level 
of the care receiver, almost all of you provide some 
degree of assistance or emotional support through 
visiting, telephoning, or helping the older person 
work through problems. In addition, most of you are 
involved in providing a broad range of services such 
as transportation, shopping, housekeeping, meal 



preparation, financial management, personal care 
assistance, and help with health care needs. Thus, 
most of you devote a significant amount of trme and 
energy in providing care to an elderly relative or 
friend. 



Why Did We Publish This Manual? 

Recognizing that these caregiving responsibilities 
require new knowledge and skills on your part, the 
College of St. Scholastica developed an educational 
program to address the needs of caregivers like 
yourself. While the program has met the needs of 
many caregivers in our region, we feel that we may 
not have reached a large number of caregivers who 
are unable to attend the educational sessions. It is 
this group of caregivers that we plan to rea'^h 
through this manual. 



How Can This Manual 

Be of Help to You? 

How can you shoulder the caregiving respon- 
sibility without depleting yourself emotionally, 
physically, or financially? How can you maintain 
other roles a.id at the same time be able to do all 
that needs to be done for the person you are caring 
for? Our goal in preparing this manual is to provide 
you with some practical knowledge and suggestions 
which could be of help to you in this important role 
as a caregiver. 

In selecting the topics for this manual, we were 
guided by caregivers like yourself, by our experience 
in conduv^ting the educational stjssions, and by peo- 
ple who are knowledgeable in the study of aging. 
While we have tried to anticipate the needs of all 
of you who may read this manual, we are well aware 
of the fact that all caregivers are not alike. Your situa- 
tions, your backgrounds, and your needs differ a 
great deal. Each chapter uf the manual may not, 
therefore, be of equal interest to all of you. Further- 
more, the chapters need not be read in any specific 
order. 
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While most of the chaptei'S address you, the 
caregiver, the discussion in some of the chapters will 
be applicable to you as well as to your older relative 
or friend. Thus, when we use the pronoun "you," 
v/e mean the caregiver and when we use the term 
**care rec Mver*' or "care recipieiit,'' we are talking 
about the older person who receives in-home care. 
Also, since care recipients and caregivers are both 
males and females and since it is awkward to read 
he/she or his/hers, we have alternated the pro- 
nouns he (him, his) and she (her, hers). Therefore, 
if we use he, him, or his in one section of a chapter, 
we would use she, her, or hers in another section. 

We hope that as a result of reauing the manual 
you will be able to: 

• better understand age-related changes. 

• identify the various resources in the community 
which may be of help to you in dealing with the 
problems and issues related to caregiving. 

• be aware of the various challenges and issues 
related to caregiving and the manner in which you 
would handle them. 

• take some practical steps to lessen the day-to-day 
strains. 

• make appropriate choices in a variety of situations 
related to caregiving. 

What Topics Are Included 

in the Manual? 

In order to enable you to achieve the above ob- 
jectives, we have included the following chapters in 
this manual. 

Chapter 1: What Is in This Manual for You? 

In this introductory chapter we give you an 
overview of the entire volume, tell you why this 
manual was prepared, and how you may use 
it to get the most out of it. 

Chapter 2: Being a Caregiver. In this chapter 
we identify who the caregivers are, what they 
do, and what changes have taken place in their 
lives since they became caregivers. Other topics 
covered in this chapter include recognition of 
one's own needs, and ways in which to find 
resources which would be helpful. 

O 
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Chapter 3: Managing Stress Effectively. 

This chapter begins with a discussion of the 
sources of stress, its symptoms and stages, and 
its consequences, and then provides a discus- 
sion of the techniques which can help reduce 
stress and/or its effects. It emphasizes the im- 
portance of finding time for yourself while you 
are involved in the caregiver role. 

Chapter 4: Communication in the Family. 

Included in this chapter is a discussion of topics 
such as information sharing, changing nature 
of relationships, need for support systems, and 
patterns of communication. 

Chapter 5: Techniques for Aiding Com- 
munication. While in the previous chapter we 
emphasize the importance of communication 
in maintaining relatir nships, our focus in this 
chapter is on devices that are helpful in 
facilitating or aiding communication with those 
who have impaired hearing, impaired vision, 
stroke, or neurological deficits. 

Chapter 6: Changes in the Body. This 
chapter describes the important changes in the 
various body systems and also includes a discus- 
sion of major age-related diseases. 

Chapter 7: Nutritional Needs. This chapter 
provides you with valuable information about 
the changing nutritional needs of older adults 
and gives you specific suggestions on how to 
meet these needs. 

Chapter 8: Exercise for Fitness. This 
chapter provides information about different 
types of exercise. Specific exercises are explain- 
ed to enable you to establish your own personal 
exercise program. 

Chapter 9: Psychology of Aging. Topics 
covered in this chapter include changes and 
losses, therapeutic environment^*, perceptions 
of control, memory, dementia, depression, and 
bereavement. Valuable suggestions are offered 
to enable you to deveiop a belter understand- 
ing of the care receiver s feelings and emotions. 
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Chapter 10: Living Arrcuigements* In this 
chapter, we have described the various types 
of living arrangements in terms of the needs 
of the older people that they accommodate. 
Suggestions are provided that may be helpful 
in choosing among the various possibilities. 

Chapter 11: Legal and Financial Matters. 

Topics covered in this chapter include various 
types of insurance programs, legal issues related 
to wills and probate, and a brief discussion 
about conservatorships and guardianships. 

Chapter 12: Where to Get Help. This chapter 
introduces you to a variety of agencies and their 
services which may be helpful to you in meeting 
your own needs and those of your older 
relative. 

The major guideline we used in selecting the 
above topics was that the information be useful in 
meeting your needs and those of the older adult you 
care for. Thus, the chapters in the manual describe 
age-related changes, provide suggestions on hc/W to 
develop a better understanding of the older person 
and his needs, and enable you to see what im- 
provements or changes might be possible. 

How to Use This Manual 

The table of contents. Since this manual has 
been designed as a self-study guide, we thought it 
would be helpful to you if we included some sugges- 
tions on how to get the most out of it. Before you 
start reading the chapters, we suggest that you look 
through the table of contents so that you know what 
topics are included in the manual, which of these 
chapters you would like to read. 

Survey the chapter. After you have decided 
to read a particular chapter, begin by paging through 
the chapter and reading the summary at the end of 
the chapter. This should not take much time and will 
show you the main ideas discussed in the chapter. 
This will also help you to think about the ideas as 
you read them later. 

Reading, questioning, and reciting. Now 
begin to read. Turn the first heading into a question, 
if it is not already written as one. This will arouse 
your curiosity and thereby increase your understand- 
ing. It will bring to mind information you already 



know, thus helping you to understand that section 
more quickly. The questions will also make impor- 
tant points stand out in your mind. When you are 
reading the section, try to answer the question. This 
will make you an active learner, searching for the 
answer to the question that you had created from 
the section heading. Having read the first section, 
try briefly to recite the answer to your question. Use 
your own words and cite an example from your 
caregiving situation. Continue reading in this way 
until the entire chapter is completed. 

We realize that some of you may not be used 
to reading "technical" material. While we have tried 
to keep the chapters relatively short and 
nontechnical, some topics may still seem difficult to 
understand. It would be helpful if you study such 
chapters in smaller units and at a slower pace. 

We suggest that you pay particular attention to 
the material presented in the boxes included in the 
chapters. They contain important practical informa- 
tion for you. 

Active learning. Active involvement in which 
you ask and answer questions and relate the material 
to your caregiving experiences is an effective learn- 
ing approach. It may also be helpful to discuss im- 
portant points from the chapters with your friends 
or with the care receiver. 

In a number of chapters in this manual, you will 
find questions, checklists, and other exercises. Try 
to become an active learner and see how many of 
these questions you can answer and how many 
points you can recite after yea have read the chapter. 
In order to get the most out of the material covered 
i:i the chapters, it may be worthwhile to read the 
chapters or portions of chapters several times. 
Rereading a chapter helps in developing a better 
understanding of the important points. 

Recommended readings. Obviously a manual 
like thib cannot cover all the issues which may be 
of interest to individual caregivers. Also, the space 
limitations did not allow us to include all the details 
on the topics that we have discussed. We have, 
therefore, included a list of recommended readings 
at the end of the manual. Organized by chapters, the 
list provides information about available books from 
which you can learn more about topics related to 
caregiving and aging. Check with your local library 
or bookstore about their availability. 
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Tell Us About Your Experiences! 



While we have presented practical knowledge 
and suggestions that may be helpful to you in your 
role as a caregiver, we are aware of the fact that 
many of you have learned a great deal as a result 
of your experiences in caregiving. We are sure you 
have already discovered ways of handling situations 
and coping with difficulties. Our hope is that you 
would be willing to share these ideas, experiences, 
anecdotes, and suggestions with us and with other 
caregivers. Please write to us. We would very much 
like to hear from you! Write to: 

Informal Caregivers Project 
Department of Psychology 
College of St. Scholastica 
Duluth, Minnesota 55811 

We recommend that you next read chapter 2 on 
Being a Caregiver, but after that, other chapters may 
be selected in any order according to your interests 
and needs. We believe that you will find something 
of value to you in the manual for use in your impor- 
tant role as a caregiver! Best wishes and good 
reading! 



Chapter 2 

Being a Caregiver 

Sheila Vedder 
College of St. Scholastica " ^ 



Caring Is Giving 



You give but little when you pive 
of your possessions. 

It is when you give of yourself 
that you truly give. 

Kahlil Gibran 




Providing tare tu someune in need of help can 
be rewarding. Indeed, milliuns uf family members 
and friends are caregivers. Elstimates are that frum 
80% to 90% of care is given tu older adults by fami- 
ly members. It is only a mytii that we abandon ulder 
members of our family! 

A great deal has been written about the burden- 
some role of caregivers, but the positive aspects of 
caregiving are often overlooked. We feel it is just 
as important to understand the opportunities and 
benefits associated with providir^g care to an older 
person. This chapter is, therefore, directed to a 
discussion of both positive and negative aspects uf 
caregiving. Other topics included are: the role and 
responsibilities of caregivers, respite care, and rela- 
tionships. Thus, upon completing this chapter, you 
will be able to answer the following questions: 

• What are the feelings that I experience as a 
caregiver? 

• What are the changes that have occurred in 
my life since becoming a caregiver? 

• How can I buhv. jpon pusitive aspects uf tare 
giving, including enriching relatiunshlpb with 
others? 




Who Are Caregivers? 

Although the majority of older adultb are healthy 
and independent, many individuals whu reach their 
late seventies, eighties, and nineties have une ur 
mure chronic illnesses. These condiuuns require 
varying degrees of assistance, much uf which is pro 
vided by family members. 

The majority of caregivers are women (72%). 
About 13% of husbands and only 9% of sons are 
primary caregivers. Daughters-in-law alsu uften pro- 
vide care tu their in-laws un a regular basis. You w y 
be surprised to know that fur the first time in histui. 
wumen spend on the average more years pruviding 
care tu a parent than pruviding care tu their childreni 

Although the typical caregiver is in his or her 
late 40s and 50s, many caregivers (about 35%) are 
65 years or older. You might be one of the many 
people who arc a part of four generations of living 
relatives. If so, you may be concerned for and pro- 
viding care to an older adult and to younger genca- 
tions at the same time. This is sometimes referred 
to as the "sandwich generation." Today the average 
married couple has more parents than the number 
uf children they have. Thus, providing some typv« of 
suppurt ur "parent care" is a ver> real pussibility fur 
many middle-aged adults. 
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The Caregiver's Role 



Depending upon the illness or disability of the 
care recipient, you may need a variety of new skills 
for providing physical care. These skills may include 
taking a temperature or blood pressure reading, 
draining a catheter, or giv ing an enema. Other tasks 
might involve turning or positioning, lifting, and 
transferring your loved one in bed or \uio e wheel- 
chair Dressing, bathing, and feeding may also re- 
quire special skills on your part. These tasks are on- 
ly part of the job for many caregivers. 




abuse and neglect, and reporting pr jcedures. You 
should be aware of the various types of abuse such 
as physical, emotional, sexual, and verbal abuse. In- 
sufficient food, shelter, and health care or inadequate 
supervision are also forms oi negkct or abuse. The 
results of abuse are not always visible, but the harm- 
ful effects can be serious. Abuse or neglect can be 
prevented or stopped. If you or someone you know 
are abusing the person you are caring for, GET HELP. 
Call a social v/orker, police department, physician, 
or clergy vnu are being abused by the person to 
whom you are providing care, it is also important 
to seek help. 



Emotional support can be as time-consuminq 
and difficult to provide as physical care. The emo- 
tional strain can affect you whether the older adult 
is living with you, in their own home, or in a nurs- 
ing home. In spite of moments of frustiation, anger, 
or even exhaustion, providing love and support can 
be satisfying. For many caregivers it is a combina- 
tion of many different feelings. You could compare 
feelings about the role of caregiver to the weather: 
when it is warm and sunny (when things are going 
well), you may feel good and optimistic about what 
you are doing; but, when it's cold or raining (things 
are not going so well), you may feel angry, resent- 
ful, or depressed. 

For some caregivers negative feelings are acted 
out in the form of abuse. It is important for you to 
clearly understand your responsibility to the person 
for whom you provide care. The Vulnerable Adults 
Act was originally passed in 1980 to protect in- 
dividuals 18 years or over who are unable or unlikely 
to report abuse or neglect because of mental, emo- 
tional, or physical impairment. This Minnesota law 
defines the "caretakers'" responsibilities, types of 
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Identify Your Feelings 

Sometimes it is difficult to identify just how we 
feel about the situations we find ourselves in and the 
challenges we are given. Associating or attaching a 
word to your feelings is a good way to start to under- 
stand how you feel about being a caregiver. The 
following box contains a list of feelings that you may 
be experiencing. Go through the list and circle the 
feelings that apply to you. 




HOW DO YOU FEEL ABOUT BEING A CAREGIVER? 



needed 


content 


open-minded 


curious 


hopeful 


capable 


depressed 


logical 


sad 


hopeless 


happy 


satisfied 


content 


secure 


proud 


tolerant 


forgiving 


forgetful 


lonely 


tired 


useless 


frustrated 


optimistic 


pessimistic 


courageous 


appreciated 


dedicated 


loved 


enthusiastic 


healthy 


strong 


fearful 


angry 


confused 


disoriented 


disliked 


useful 


overworked 


stressed 


lost 


aware 


intelligent 


knowledgeable 


scared 


cynical 


unloved 


guilty 


forgiven 


thoughtful 


helpful 


stimulated 


faithful 


trapped 


honest 


accepted 


burdened 



After completing this checklist, take the oppor- 
tunity to look over the list and try to determine 
specific actions or events that create your positive 
or negative feelings. How can the positive feelings 
be increased? How can the negatives be reduced or 
turned into a positive? How you feel about your role 
as a caregiver may be related to many things. Two 
areas are especially critical: (a) How much of your 
day is occupied in caregiving tasks? (b) How do you 
view your role as a caregiver? If your loved one 
needs minimal care and supervision, your respon- 
sibilities may not be as overwhelming as they are 
for someone who provides total care. Nevertheless, 
as discussed in the next box on respite care, all care- 
givers should have others who can relieve them from 
time-to-time of their caregiving responsibilities. 



RESPITE CARE 

Respite care is short-term substitute care to 
allow temporary relief for you, the caregiver. 
This "time out" allows you to do the things that 
you need to revive and refresh yourself. Respite 
care can be provided in the home, at an adult 
day care center, or in a nursing home. Some 
people receive respite care several hours per 
day while others obtain respite care for a week 
or two while they go on vacation. Many care- 
givers prefer that respite care be provided out- 
side their home to allow them (the caregiver) 
piecious time alone in their own home. 
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Respite care and other supportive services are 
not luxuries. These services are essential for you in 
maintaining your effectiveness and in reducing the 
stress of being a caregiver. If you would like to learn 
more about community resources such as respite 
care, read Chapter 12 on Where to Get Help. Realiz- 
ing that you are not alone, that there are others in- 
volved as formal and informal caregivers, is helpful 
in keeping a healthy perspective. 

Changes in Your Life as a Caregiver 

Many changes may have taken place in your life 
since you've become a caregiver. Some of the 
changes may be good and others not so good. Here 
are some examples to help you think about changes 
that have happened to you: 

• Caregiving may provide you an opportuni- 
ty to do some things with your parent or 
spouse that you haven't done in the past. 

• You may have developed different interests 
or hobbies due to the change in your sched- 
ule or to different demands on your time. 

• You may have developed new friendships 
that wouldn't have evolved had you not 
become a caregiver. 

• Your values, interests, and goals for your 
future may have changed. 

• Sometimes when people begin to provide 
care to their spouse or frail parent, they begin 
to reflect upon their own aging and even 
their mortality. 

• Other changes that may have occurred in- 
clude having less privacy, fewer vacations, 
and less time to visit with friends or becom- 
ing active in your church or club. 




It may be helpful to make a list of the changes 
that have occurred since becoming a caregiver. List 
both the negative and positive aspects of being a 
caregiver. The list may enable ycu to see where your 
greatest strengths are as well as areas in which you 
are vulnerable and in need of help or improvement. 

After completing the list, review it. What are 
some specific changes that have occurred in your 
life that are especially positive or negative? What are 
some ways in which you could increase positive 
aspects of your life? How can the negative areas be 
reduced or turned into positive? The next chapter 
on Managing Stress Effectively may be extremely 
useful by providing ideas that will help you build 
positive, life-enriching activities into your everyday 
life. 



Relationships 

The quality of our relationships can influence 
how we feel. Let us take a look at some of the 
changes that can occur in relationships as result 
of being a caregiver. 

Care for your spouse. Sometimes caregivers 
become confused about the new relationship with 
their spouse. The familiar, intimate companionship 
with your mate may have become more one-sided, 
with you giving care and support but receiving less 
in return. It can be painful to provide care and not 
be able to cure illness or disability. How you an- 
ticipated growing old together maybe very different 
from how your life is today. It may be helpful to talk 
to your spouse or someone you feel close to about 
your feelings about getting older. 

Parent caring. Adult children may have difficul- 
ty in taking care of their parent(s), because they were 
on the receiving end for so many y rs. Sometimes, 
it may seem as if you and your parent(s) have re- 
versed roles. Of course, it really isn't that way. Your 
parent will always be deserving of love and respect 
as an adult. 

Family care. Sometimes caring for a parent 
disrupts relationships between husbands and wives 
and other children in the household. Asking for help, 
knowing your limitations, and taking time out for 
yourself and other family members will be helpful 
in maintaining other relationships inside and outside 
of the family. 



Other relationships. There may be changes in 
your relationships with friends. Some friends that 
don t understand the time and involvement required 
as a caregiver may not seem as interesting or pleas- 
ant to be with as they once were. Having a wide 
variety of people to talk to and care about can be 
helpful. There are many different kinds of friend- 
ships. One person can never provide all that we need 
in a relationship, nor can yon provide it to them. Be 
flexible, and do have a few close friends that you 
can talk to about anything. 

You may also have more contact with health 
care providers, social service agencies, legal, and 
financial consultants. Although the services are need- 
ed, at times it can be frustrating or difficult to work 
with some individuals. If your contact with providers 
creates more frustration or confusion than help, take 
the initiative to investigate other options. 

Building a Support System 

Regardless of our age, v/e need different things 
from a variety of people. Do you remember the say- 
ing, "You can't be all things to all people?" Do you 
believe it? If you do, then you need to realize you 
can't be all things to one person either. It's impor- 
tant that the person for whom you are caring in- 
teract*" ivith others and receives love and encourage- 
ment from a variety of people. It's also essential for 
you. Everyone needs a support system. 

A support system consists of a number of in- 
dividuals from several areas of life including family 
members, friends, clergy, physicians, nurses, social 
workers, etc. A caregiver support group is also an 
excellent source of support for you. 

There are many kinds of support. Support can 
be assistance in providing the physical needs of the 
person you are caring for. That is, assistance in lift- 
ing, toileting, or bathing, as well as assistance with 
transportation, chore services, or meal preparation. 

Support may also mean that someone is pro- 
viding information, guidance, or advice. When we 
need support the most, the people v/e expect to be 
there or want to be there may not be available. On 
the other hand, some individuals may be "too" 
available. Advice is often easy to get— even when 
it's not asked for. Have you ever heard the saying, 
"Some people stay longer in an hour than others do 
in a month?" If unwanted advice or upsetting sug- 
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gestions are frequent, you may need to learn how 
to be assertive. Being assertive can be helpful in 
reducing yuur negative feelings as well a5 getting 
your needs met. See Chapter 3 on Managing Stress 
Effectively for more information about this topic. 

We all need others to support us reminding 
us that we are loved, to help us build our self-esteem, 
or to be a companion and friend— someone to be 
with us in our pain and sorrow as well as in our joy. 
Caregivers are often angry or disappointed with fami- 
ly members for not providing assistance or praise. 
When all efforts fail to get family members involv- 
ed, then it is wise to include othc** outside helpers— 
both professional and informal. It is also important 
to give yourself praise. It has been said, **You are 
your own worst enemy.'* In other words, we are 
uften much too hard on ourselves. It is important to 
take pride in the fact that we are doing the best we 
can with the information and abilities we have. 



Summary 

Identifying feelings, doing the best we can within 
our limitations, and joining together with others can 
help us from feeling overwhelmed by our caregiving 
responsibilities. Remember that you are not 
alone . - . there are millions within the circle of caring! 



Chapter 3 

Managing Stress 
Effectively 

David Swenson 
College of St. Scholastica 



Taking Care of Yourself 

in this chapter we will discuss the sources and 
effects of stress and suggest a variety of actions to 
reduce your level of stress and to help maintain the 
quality of your life. As you read the following 
scenarios, notice the variety of feelings that the care- 
givers are experiencing. 

• Margaret worries each time she goes to the 
store and leaves Hank alone and unsuper- 
vised. He tends to wander and has gotten 
lost even a block from home. Margaret 
finds herself increasingly tied to home and 
isolated from her usual activities and 
friends. 

• Fred and Janet have been helping Fred's 
mother manage her finances for the last 
five years. Now she accuses them of chang- 
ing her ledger books, hiding her money, 
even stealing from her. They feel hurt and 
frustrated, uncertain how to deal with her 
accusations. 

• Susan, a nurse, works the night shift at a 
local hospital. She chose this shift so she 
could be home during the day with her 
three children. Recently, Susan's mother 
has needed help with household chores, 
transportation to doctor appointments, and 
physical therapy three times a week for a 
chronic back problem. Susan's willingness 
to provide help to everyone without ade- 
quate rest and self care is leaving her phys- 
ically exhausted and shorttempered with 
family members and friends. 

These scenarios have in common the "stress" that 
can result from difficulties related to the caregiver 
role. In order for you to give care to someone else, 
you must also take care of yourself. Without such 



self care, your chances of being affected by stress 
are greatly increased, perhaps to the point of disabili- 
ty yourselfl To manage your stress more effective- 
ly, there are several things to be understood about 
stress and your response to it. 

Most often one becomes a caregiver out of 
necessity. It is not one of the jobs for which you were 
trained or expected to take. It just happened. The 
result is the same: the demands of caring for another 
person, while disregarding one's own needs, result 
in a wearing away of the caregiver physically, 
psychologically, socially, and spiritually. 

Sources of Caregiver Stress 

There is a wide variety of "stressors" (sources 
of stress) that are often present in caregiving rela- 
tionships. Some are physical, such as the tiredness 
resulting from long hours without respite (time out), 
or physical strain from assisting someone out of bed 
or with bathing. Other stressors are inconveniences 
resulting from special diets, inability to control the 
bladder or bowels, and medication schedules. There 
are also worries about the person's condition, con- 
cerns about how medical bills will be paid, and 
frustration about medical treatme lb not being as ef- 
fective as hoped. Perhaps the most difficult are the 
relationship changes between the caregiver and the 
older person. With the older persons increasing 
dependency, the caregiver has less time for personal 
activities, hobbies, and spending time with others. 




The condition of the older person can be a ma- 
jor source of stress if considerable supervision is re- 
quired by the caregiver. For example, in diseases in- 
volving mental deterioration the caregiver may be 
faced with suspiciousness and accusations, mood 
swings and irritability, as well as endlessly repeated 
questions. They must continually supervise the per- 
son in order to avoid wandering, losing or hiding 
things, or leaving unattended lit cigarettes, hot stoves 
and irons. Theie can also be the embarrassment at 
neighbors or visitors being offended by outbursts of 
profanity, inappropriate sexual behavior, unpleasant 
odors, or even striking out at others. 

Caregivers can become "burned out" if the 
demands of a stressful situation are too great. It is 
important to emphasize that burnout is not the in- 
evitable outcome to caregiving. While caregiving is 
certainly not easy, it is most often provided out of 
love and commitment to the older person. Many 
aspects of caregiving can be fulfilling and can result 
in personal growth for both the giver and receiver. 
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Stages of Stress 

Many people equate stress with burnout. The 
term "burnout" conjures a cartoon image of a 
startled-looking character, soot-covered and crisp 
around the edges, after having escaped a fire or 
handled a bomb. Actual burnout from stress seldom 
happens so suddenly. In fact, burnout is more like 
the final stage in a long reaction to stress in which 
the caregiver may collapse in exhaustion. While the 
effects of stress gradually accumulate over time and 
can result in a severe outcome, there are many turn- 
ing points in which stress can be successfully 
managed. 




Stage L The first stage of the stress process can 
be called the "honeymoon" period. The decisions you 
make and the expectations you have about your new 
caregiving role set the stage for later developments. 
Growing out of the very best intentions, you may 
become overcommitted by trying alone to meet all 
the needs of the older person. You can end up be- 
ing overburdened if you set unrealistic goals or do 
not look at the consequences of long-term disability 
or mental deterioration. At this stage, the "setup" 
for later stress can go unnoticed because you feel 
strong and enthusiastic. If the older person's illness 
is very brief or if others are involved in sharing the 
caregiving, you might not move into Stage 11. 

n 




Stage n. The transition from first to second stage 
of stress occurs when high hopes, well-intentioned 
efforts, and best laid plans are not sufficient to cope 
with a difficiiilt caregiving situation. Your relation- 
ship with the older person can become strained 
because of long hours of caregiving, lack of improve- 
ment in their condition, or your increased awaieness 
of his deterioration. You sometimes sacrifice your 
personal satisfactions, activities, and friendships in 
order to provide the care to which you have com- 
mitted yourself. At this stage you may be aware of 
a growing sense of isolation, resentment, or even 
grief over losses in your life. Your distress ma> be 
compounded by feelings of guilt that you are not 
"supposed to" feel resentment. You may feel 
frustrated and "penned in'* and engage in brief 
arguments with the older person. Minor signs of 
stress may appear, increased smoking and drinking, 
headaches. Irritability, worry, eating larger or lesser 
amounts of food, upset stomach, and increase in colds 
due to lowered immune resistance. It is ofteii these 
discomforts that lead many caregivers to reassess 
their commitment, seek counseling or support 
groups, or attempt to m:.nage their stress more ef- 
fectively. Unfortunately, some caregivers may ignore 
these early warning signs and even increase their 
efforts to take sole responsibility for caregivmg. 



Stage in. This stage occurs when you become 
aware of how stressed you feel. You may feel 
trapped by guilt or obligation, with no obvious or 
acceptable sources of relief in sight. While you still 
love and cherish the person you are caring for, such 
feelings are often mixed with longings for "the old 
days" prior to the disability and are complicated with 
feelings of bitterness, sadness, and possibly 
depression. 

If the older person has a deteriorating or terminal 
condition, the caregiver may experience "antici- 
patory grief," This sorrow is over awareness of the 
gradual and eventual loss of the relationship with the 
person. While such grief is normal, it too often goes 
unresolved. Instead you may attempt to avoid sucn 
thoughts, believing that you are betraying your com- 
mitment by thinking about loss and death. You may 
become very isolated at this stage and have limited 
contact with others. Common reactions include feel- 
ing cheated by life, being stuck in a daily routine, 
and showing signs of depression. Inactivity and worry 
may lead to noticeable weight loss or gain, stomach 
problems, headaches, sleep disturbance, acne, or 
general aches and pains. In conversations with 
others, you may be preoccupied with complaining. 
It is at this stage that your own health concerns may 
motivate you to seek help, or that friends and fami 
ly may encourage you to examine your involvement. 
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Stage IV* The final stage of the stress response 
is a cumulative result of increasing pressure and 
demands. Hopefully, you will have examined your 
stress coping before you reach this stage. If not, it 
is at this point that you may be showing signs of your 
own limitations and, possibly, of physical and emo- 
tional disability. Frustration and depression may 
reach a point where you are no longer able to care 
for the disabled person, yet your intense involvement 
may not allow you to see the consequences. The 
pressure can become so great that you may have 
thoughts of running away, of over-medicating 
yourself with alcohol or tranquilizers, or even of con- 
sidering violence to yourself or to the person you 
are caring for. Appearing trapped and hopeless, you 
may feel socially isolated, spiritually drained, believ- 
ing there are no supports or resources available. 

Fortunately, the above stages of stress don't oc- 
cur overnight— it may take months or even years. 
There are many points at which you can restore 
yourself before stress is out of control or debilitating. 

Checking Your Stress Level 

Taking on the role of caregiver usually requires 
changes in other aspects of a person's life. Activity 
and schedule changes, a new member to the 
household, or shifting priorities all require that we 
adjust somehow. The more changes like these you 
experience over a relatively short period of time (a 
few months to a year), the more likely you are to 
have a stress reaction. Remember that stress sjtnp- 
toms can be as minor as worry, poor sleep, occa- 
sional headaches, frustration, and muscle tension, or 
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as serious as ulcers, depression, and severe anxie- 
ty. Many of these symptoms could also be signs of 
a physical disorder. Therefore, if you are feeling 
pressure or are experiencing stress symptoms, be 
sure to check with your family doctor. 

Stress Management Activities 

Although there is no single method that works 
for everyone, there are hundreds of techniques that 
are used for managing stress. Rather than attempt- 
ing to find and practice, a perfect method— which 
probably doesn't exist anyway— it may be more 
useful to examine your lifestyle and find a variety 
of ways in which to reduce stress. 

Below art suggestions that can be used to 
decrease stress. If you feel that you are too busy or 
don't have the time to do some of the following ex- 
erciser or if you are feeling too desperate to try these 
activities, it may be a sign that another form of help 
to reduce stress is needed. If this is the case, discuss 
it with your family physician or other health care 




Be informed. Talk with health professionals and 
do plenty of reading and talking with others about 
the older person s medical condition. This will allow 
you to set goals based on what is known about the 
disease or disorder. For example, you don't have to 
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take anger personally when you realize that a per- 
son who is depressed by her disability often expresses 
frustration by being irritable. You may be less 
stressed when you know what signs and behaviors 
to expect. Health practitioners (especially health 
educators), support groups, bookstores, and your 
local library can suggest sources of information. 

Express yourself. It is important to put your 
feelings into words and "clear the air" of emotions 
that build up if kept inside. It may be difficult to find 
such a release when the older person is a source of 
the feelings or is unable to listen or respond due to 
his condition. Find someone with w^hom you can 
share your frustrations, resentments, hopes, and 
satisfactions. Close friends, relatives, clergy, a sup- 
port group or counselor may be extremely helpful. 




Eat a balanced diet. Stress burns up greater 
than normal amounts of energy which may leave 
you listless, especially if the same stress has lessened 
your appetite. Make sure to regularly eat a balanced 
diet, including plenty of water. Be careful of the 
temptation to overuse vitamins and dietary sup- 
plements. If you have special dietary needs, check 
with a registered dietitian to help you plan your diet. 
Practical information on this topic is in Chapter 7 on 
Nutritional Needs. 




Exercise. Under stress it is extremely important 
to stay active, long periods of sitting or being con- 
fined to a house can make you feel and think slug- 
gishly. Regular exercise, even for brief periods, can 
release tension, improve efficiency of your heart and 
lungs, help stabilize your appetite, improve sleep, and 
provide a positive diversion for your thoughts. Ex- 
ercise can consist of brisk walking, biking, swimming, 
jazzercise, cross-country skiing, or yoga. If you have 
not exercised for a long time, are out of shape, or 
have your own medical concerns, check with a 
health professional to find the exercise that is best 
for you. Chapter 8 on Exercise for Fitness has more 
information on this topic. 
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Learn to relax. "Relaxaron" does not mean-sit- 
ting in front of the television or just taking a walk. 
Those leisure activities do not really quiet the mind 
and body. Giving yourself a break from thinking and 
doing can help you recharge your energy. While 
there are many sophisticated techniques you can 
learn for relaxation from books, tapes, or a counselor, 
there are several things listed in the following box 
that you can do on your own. 

2 0 
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HOW TO RELAX 



• Scheduh "protected time" where you will not 
be interrupted for 10-20 minutes. Make sure 
others understand that this time is as private 
and essential to you as sleeping, bathing, and 
using the bathroom. 

• Sit in a comfortable chair or lie down. If you 
tend to go to sleep rather than remain re- 
laxed, you may want to try a straight backed 
chair. 

• Loosen any constricting clothing such as 
shoes, belt, tie, or glasses. 

• Give yourself permission for a time out: "This 
is my time to relax and take care." 

• Take a deep breath. As you inhale, say to 
yourself, can . . . ," and as you exhale com- 
plete the sentence by saying, "... feel relar- 
ed." Repeat this a few times as you breathe 
slowly and comfortably. 

• Start at the top of your head and imagine that 
waves of relaxation are moving gradually 
from your head all the way down your body. 
You may want to imagine the sensation of 
your arms and legs becoming heavy and 
warm with relaxation. Some people enjoy im- 



Bc assertive. Many people confuse assertive- 
ness with aggressiveness. Assertiveness means stand- 
ing up for your own rights, while aggressiveness is 
violating the rights of others. In the caregiving role, 
protecting yourself from becoming overextended 
and overburdened is good insurance that you will 
feel good and be able to provide quality care to the 
older person. Assertive behavior may mean that you 
will insist on having "protected time" where there 
will be no interruptions, or that you will have a social 
life with friends. It may mean that you will refuse 
to accept blame or accusations from relatives when 
you know that you are doing your best. You may 
decide to demand that other family members share 
part of the responsibilities, including, provide 
transportation, cover medication costs, or even write 
or phone more often. It's important to be direct when 
you want something. Others may think that they are 



agining the sunlight is soaking into their body 
and melting away tension and worry. Others 
like the image and sensation of clear water 
cleansing the "cobwebs" of tension or inac- 
tivity away. Experiment in order to find an 
image that is most interesting for you. 

• Notice the rhythmic rising and falling of your 
breathing. Perhaps notice the warm pulsation 
of your heartbeat in your hands and feet as 
you reiax more deeply. If other thoughts in- 
trude, just come back to your breathing. This 
is your time to relax and take care. 

• When you are deeply relaxed, you might 
consider using your imagination again for a 
"mini-vacation." Visualize yourself walking 
along a warm beach, or drifting like a cloud, 
or walking through a meadow of wildflowers. 
Use all your senses to make your vacation 
quite vivid; seeing, smelling, noticing temper- 
ature and texture, and even lasting. 

• When you are ready to resume your daily 
activities, t?ke another deep breath, saying 
to yourself, _ can wake up refreshed and 
alert and carry my relaxation with me." 



being supportive, or that you are so strong that you 
do not need help. Let them know exactly what the 
situation is and precisely what you need. Stating 
something in an assertive manner can feel awkward 
at first. This may be a good opportunity to rehearse 
with a friend what you want to say to someone else. 

Time management. Find ways where routine 
activities can take less time, be made simpler, or be 
delegated to someone else. For example, if meals are 
a problem use plastic tablecloths, smocks, and paper 
plates. Consider providing rent-free housing to a col- 
lege student majoring in nursing, physical therapy, 
psychology, or social work in exchange for a few 
daily hours of supervision, cooking, or housework. 
Put your chores in a priority, taking the most im- 
portant first, so each day you have a sense of 
accomplishment. 
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Bulla ' r self-esleem. When no one else is 
available to ^ e you praise for your efforts, compli- 
ment yourself! Each day start cut by saying an en- 
couraging statement you need to hea/ to keep up 
your spirits. At the end of each day, review events 
and praise yourself for something you did or learned. 
Recognize things that you are good at and of which 
you are proud. Finally, don*t keep your successes a 
secret from others. Especially if you c/e in a support 
group, share your insights and accomplishments. 

Socialize. In a caregiving position it is all too 
easy to become cut off from friends and activities. 
Stay invo./ed or seek out others if you have become 
isolated. The next box offers some suggestions for 
staying involved with others. 




Discover meaning. Hardship is much more dif- 
ficult to endure when it feels meaningless, unfair, and 
yf u have the question, "why me?** or "what's the 
purpose in all this?" It is important to find meaning 
so that the situation can be viewed as a challenge 
to be managed. Clergy, counselors, friends and sup- 
port groups can help you discover or create such 
meaning. Inspirational books, such as Kushner*s 
When Bad Things Happen To Good People, can also 
be useful. Finding the "right" or "perfect" answer 
to your question may not be as important as your 
comfort in thinking about things differently. 



STAY IN TOUCH 

« Join a support group of persons who are in 
similar caregiving roles. It is an opportunity 
to share feelings, reduce isolation, exchange 
ideas for coping, and identify other communi- 
tv resources. Some support groups are for 
caregivers of older adults, while others are 
very specialized (e.g., Parkinson*s and Alz- 
heimer's support groups, stroke clubs, etc.). 

» Jrin an organization in the community that 
pssL^s disabled persons and their caregivers, 
such as tlie Alzheimer's Disease and Related 
Disorders Association (ADRDA), the Ameri- 
can Association of Retired Persons (AARP), 
Senior Coalition or Senioi Center. These 
groups provide a variety of ways to share 
feelings, support legislation and research, pro- 
vide information and advocacy. They may 
also be able to direct you to sympathetic 
health care professionals. 

• Get together with friends or join a club to pur- 
sue hobbies, crafts, or just a "coffee klatsch." 

• Go out to dinner, a movie, play, craft fair, 
museum, or shopping. 

• Take time to stay in touch with people 
through letter writing and phone calls. 

• Volunteer to help at some activity (e.g., a 
wedding, bake sale, repairing toys). It is still 
a "helping" role, but it is with others and in- 
volves different efforts. 

• Take a community education, vocational, or 
college course. Most programs have reduced 
rates for senior citizens. 
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Hold family meetings. Not only are meetings 
of all family members an opportunity to socialize and 
show your love and concern, but they can provide 
the chance for family members' involvement in the 
care planning and decision making. When people 
have input on decisions, they usually feel greater 
commitment to carry out the plans, as well as being 
less critical of you. 

Journaling. Keeping a daily journal, day book 
or diary is another way to reflect on and make mean- 
ing of the caregiving relationship. In the midst of 
stress it can be difficult to think clearly of alternatives. 
The journal allows you to note problems, ideas, and 
successes and to reflect on them when you are think- 
ing more clearly. The end of each day is often 
selected as a time for writing new entries and reading 
old ones. It also becomes a document for reviewing 
your own coping progress. Tailor it to your own 
needs: add poems, quotes, anecdotes, and drawings 
that express your feelings or the day's events. 




Summary 

Just because you use several of these techniques 
for managing stress does not mean that your stress 
will be completely under control. If these activities 
were that easy to do, you would have probably done 
them already. They require commitment to carry 
out. However, their regular use will enable you to 
view stressful events in a healthier way. The stages 
of stress described in the chapter can be used as an 
"early warning system" to alert you to problems that 
may be arising from caregiving. "Taking care of 
yourself" is one of the best things you can do for the 
person you are caring for! 



ERIC 



2 3 



Chapter 4 

Communication 
in the Family 

Dan Johnson 
College of St. Scholastica 



Why Is Communication Important? 



If you are caring for someune who matters very 
much in your life, you know how important the rela- 
tionship between the two of you is. Without the sup- 
port that we get from relationships, or without other 
human beings with whom we can share our deepest 
joys and fears, the will to live can be lost. Relation- 
ships are that important! 

You probably are aware, however, that the care- 
giving situation has frustrations that can strain these 
important relationships. When stress is high, we uften 
fail to accurately communicate our intentions, in 
stead, we communicate fleeting emotions. For ex- 
ariiple: a harsh word might slip out, or the voice 



might communicate irritatiun, ur the face might luuk 
disgusted. We may end up hurting the persun we tru- 
ly care about. 

Without communication, relativ^nships cannot 
thrive. Because of the cuncern and love you feel for 
the person you are caring for, it is important tu main- 
tain good communication so that your relationship 
does thrive. This chapter will help you do this by 
discussing how communication can create mure ef 
fective and satisfying relationships. "Knowledge is 
power," and knowledge about communication can 
be a very powerful way to reduce strains in 
relationships. 




The main barrier to communicating can be 
found in the kinds of patterns that develop over 
50 years of family history...There are a great 
many families whose members have never real- 
ly talked, never understood communication or 



developed the capacity. That's sad because to 
be human or humane is to be in touch with 
someone...You can't expect intimate relation- 
ships when you haven't cultivated them. 

J.A. Peterson quoted by M. Briley in How to Close the 
Gap with Your Parents, 



What Does Communication 
Really Mean? 



Here are some words that are like shoots of a 
plant that share the same root: commitment, com- 
mittee, communal, communion, community, and 
companion. And, our word in this chapter, com- 
munication. The common root ("com") is from the 
Latin word meaning "with." Are you "with" me? If 
you are, and 1 am "with" you, we are together. We 
make a team together— professionally, as neighbors 
or volunteers, as mates, nephew and aunt, friends. 
Each of us needs to be "with" another human being 
at some level at any one point our lives. It started 



when we were born, and it is no less urgent when 
we reach old age. 

We are "with" each other through conununica- 
tion. Yes, through the words that we say to each 
other, but even mure important than words, we com- 
municate with our eyes, facial expressions, gestures, 
touching, and tone of voice. Or, sharing silence 
together— just being with each other, in each other s 
presence. These are aspects of .tunverbal com- 
munication, and they convey much of the meaning 
exchanged in a conversation between two people! 



A psychiatrist friend in Los Angeles told me 
once of the following experience. Late one night 
he was at the Los Angeles General Hospital and 
had occasion to go to the surgical waiting room. 
There was only one person there, a woman 
who was sobbing as though her heart would 
break. He asked the nurse on duty who it was. 
She said, "That is Mrs. Gonzales, her husband 
has just died on the operating table." He said, 
"Oh, 1 know the case.'* He went over and sat 
down by her, and said, "Mrs. Gonzales, I am 
Dr. Ingham. It happens 1 knew about your hus- 
band's case. He had the best of care; 1 know 
the surgeon..." and he went on. As he talked. 



her crying subsided, and was replaced by a few 
whimpers, then she quieted down and was even 
able to smile a little through her tears, as she 
held his hand. He sat and talked with her for 
some time, then looked at his watch and real- 
ized he had to leave. As he was walking out 
the nurse on duty called him over and said, "Dr. 
Ingham, I didn't know that you spoke Spanish." 
"Spanish! ! don't know any Spanish." She said, 
"Well, then, what were you talking about with 
Mrs. Gonzales? She doesn't know a word of 
English." That really was talk, real 
communication. 

A. Kaplan, 'The Life of Dialogue," Communication: A 
Discussion at (he Nobel Conference (1971) 





Through lUj relationship with you, I learn whu I 
am. As I talk witn you, and you respond to me, I sud- 
denly understand things about myself I never knew. 
In good relationships each partner grows. Because 
we are together we are different people than wt 
would have been had we remained alone. Because 
we've been together, I have become so much more 
than I was before we talked together. And our rela- 
tionship is likely to remain strong as long as being 
together increases self-esteem, self-awareness, and 
personal continuity. I may be bedridden, hard of 
hearing, and scared and angry at times, but I am still 
trying to figure out who I am and what I shall 
become. Without you to be there with me, I worry 
about being able to make it myself. 

The Importance 

of Reminiscence in Communication 

Does aging affect the content of what is com- 
municated? It sure does! Do we talk about the same 
things as a teenager that we talked about a;> a four- 
year-old? In the middle of our lives as we did as 
young lovers? We shouldn't be surprised that an older 
person needs to talk about different things than she 
did as a young p ^nt. The difference between the 
things older people need to talk about now as cum 
pared to earlier stages in their lives is called the life 
review or reminiscence. 

Frequent and repeated references tu past events 
tend to annoy some younger people. But rather than 



shutting it off, sighing, or allowing ourselves to ap- 
pear bofed» those of us who haven't reached the 
stage of ne^Dding to reminisce should encourage it 
and take our loved one further in discovering^ the 
meaning of their life experiences. It is the stuff of 
our family, our tribe, our clan! Through our loved 
one's reminiscing, we have a chance to learn more 
about ourselves. Reminiscing gives us a wonderful 
chance to interview c-id record these stories for 
future generavions. 

You can take the initiative in conversations by 
asking questions to give the person clues as to what 
you would like to hear about regarding her life. By 
doing this you are not only benefiting the older per- 
son, but you will also find that your own life will be 
enriched by her li^e experiences, her special perspec- 
tive on life, and by finding out things about her (and 
about an earlier era) that are extremely interesting. 
Listed in the following box are several other ways 
in which you can participate in the life review. 



PARTICIPATING IN THE LIFE REVIEW 

• Ask for a written or tape-recorded auto- 
biography. 

• Go with the person on a "pilgrimage" to 
places that were important in her past. 

• Arrange reunions. 

• Ask for help in writing a family genealogy. 

• Look through scrapbooks, photo albums, old 
letter^,, and other memorabilia with the in- 
dividual. 



Why is reminiscing so important for older peo- 
ple? Fur some, it is a way tu urder une s life befure 
death, tu "cunnect the duts" uf une s life su its pat- 
tern and meaning can be seen mure clearly. It is 
thruugh uur reminiscing that we share uur past and 
explure our future. But reminiscing alsu is a type uf 
Lummunicatiun that Luntributes tu self-awareness, 
belf-£.cceptance, and a sense uf persuial cuntinuity. 
Isn't that sumethingi That's huw we started life and 
huw we live uur lives— seeking fulfillment uf these 
'hree needs: self-awareness, self-acceptance, and a 
sjnse uf persunal cuntinuity. Everything changes, 
and yet everything remains the same. 
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How Can Aging 

Affect Our Ability to Communicate? 



Changes that take place in vision and hearing 
as we age may interfere with our ability to com- 
municate. The most dramatic changes occur between 
the ages of 50 and 70: 

Loss of flexibility in the lens of the eye leads to 
the need for bifocals in many middle-aged people. 

• Yellowing of the lens distorts color vision and 
greatly increases the amount of light needed to 
see well. 

• Some people develop cataracts which blur visiun. 

• Loss of sensitivity to higher pitches of sound re- 
quires that we try not to speak to older people in 
high pitches and that we avoid distracting 
background noises such as radios and fans when 
conversing. Shouting, incidentally, only raises the 
pitch of our speech and distorts sounds even more. 

• Stroke, Parkinson's disease, and other diseases 
which affect muscles can affect speech. Most of 
us have talked our way through life unaware that 
more than 100 muscles are involved in speaking 
a simple sentence. 

As hearing and sight losses increase, reduced in- 
formation about the world may give us the feeling 
of a shrinking world. We become more isolated, lose 
self-esteem, and may ev?n become confused. 
Sometimes as losses increase, the recognition be- 
comes so frightening that an older person cannot ac- 
cept it and, therefore, blames his losses on others. 
"Don't mumble!" "How can you stand to sit around 
in the dark!" "Speak up!" We can hear the frustra- 
tion in those voices. Other older people say nothing, 
and nod and smile even when to nod and smile 
doesn't make sense. In either case, loss of hearing 
and sight diminishes contact with the world. As the 
losses increase, often so does withdrawal and self 
imposed isolation. Even though we may know bet 
ter, it is hard to accept undeserved blame and to be 
on the receiving end of a frustrated person at any 

response, and so we come less frequently to visit the 
older person. When we do vis:*, we spend less time 
and our time together becomes less meaningful. As 
communication is reduced, so is the relationship. 



Because a person sees and hears lej>s well, what 
does she do when you come to visit or to care for 
her? She tends tu move cluser to you, to reduce the 
space between you so that she can see and hear you 
better. But even this behavior gets the older person 
in trouble. Why? Because very powerful, but 
unspoken, social rules govern how close we are 
"allowed'' to get to each other. If someone gets closer 
to us than we are accustomed, we become nervous. 
We may feel uncomfortable because our space has 
been invaded, and so we pull back physically from 
the older person and may even spend less time 
together. 

To heap insult on injury, many of us tend to use 
the same tone of voice as we do with babies when 
we talk with older persons we perceive as less com- 
petent. We may not realize it, but the older person 
does. So we unintentionally reduce the communica- 
tion between us, and the quality of the relationship 
is diminished. 

A relationship requires give-and-take of both per- 
sons. Relationships are tv/o-way interactions. But the 
relationship tends to become more one-way as the 
persons we care for become less able to nurture us 
in return. As caregivers, our greatest challenge may 
well be to help our loved ones accept a declining role 
in our relationship, celebrate past successes, and 
assure again and again that the affection and love 
built up in the past is more than enough to sustain 
and further enrich our remaining time together. 

Listening 

Listening skills are just as important as talking 
skills in our relationship with the care receiver. Many 
of us aren't as good as we could be in listening ac- 
tively to what others tell us or in tailoring what we 
say (verbally and nonverbally) to others. 

Why? Because we forget that we have to 
decide to listen. To listen actively requires that we 
give the other pe*:)On our full attention. We have to 
step doing Vvhal we're doiug. II wc udiiuul biup put- 
ting away the groceries, cooking, listening to music 
or watching T\\ or If we are too tired, then we must 
withdraw and say, "Im sorry, but I can t right now 
because...but let's talk after supper." 
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When we are really listening, others know it. 
They also know when we are not and just pretend- 
ing. How? Because when we have decided to listen 
actively, there is a tendency to lean forward. We look 
directly at the other person and not at a paper, book, 
pencil, or clock. We let our faces reveal appropriate 
caring and reassuring emotions. We may touch the 
person's shoulder or arm, or hold her hand. And, we 
may vocalize our support with "um-hmmm's." I 
cannot do all these things, or some of them, if I am 
thinking about something else. I can do them only 
if I have decided to give you and what you are say- 
ing my full attention. 

Active listening may also include responding 
with words, too. But studies of verbal listening 
responses reveal that most frequently we use judg- 
ing words, words as useless as the parental, "Drive 
carefully!" Or, "If I were you, I would..." Instead, it 
might be helpful to respond with: 

• reassurance: "I can understand why you...'* 

• a question: "Does that mean that you...?" 

• paraphrasing; putting into your own words what 
you heard the person say: "If I understand what 
you mean, you're saying that..." 

It is remarkable how questioning and paraphras- 
ing can help one understand the other person bet- 
ter and even help the other person understand 
himself or herself better. Communication depends 
on listening. 

Words: It's Not What We Say, 

But What We Mean 

You often hear people talk about "communica 
tion failure," but it isn't really an accurate statement 
because we never fail to communicate. We may not 
end up communicating what we intended or we may 
not have our meaning accurately understood, but we 
always communicate. In fact, it is said that "we can- 
not not communicate." 

Just because I said what I meant does not mean 
that you understand what I mean. Meaning is in peo- 
ple, not only in words. For example, the word 
"mother" means positive things to someone whose 
mother was loving and nurturing, but conflicting and 
negative meanings for someone whose mother was 
abusive. 




The meaning we give to words often depends 
on our experience with them and on what we are 
feeling at the present time. The 500 words we use 
most frequently have a total of 14,000 different 
meanings. Add to that the different experiences peo- 
ple have with what the words refer to, and it's a 
wonder we manage at all! As Joseph DeVito puts it, 
"Fai;dre to understand another person or to be 
understood are not abnormal situations; they are in- 
evitable and should make us realize that we can 
always understand each other a little bit better than 
we do now." 

Ask yourself this question the next time your 
loved one reminisces: "I wonder what it really 
means— that same story I've heard a million times. 
I wonder what it means to the one I care for. I 
.onder what it could mean to me." 

Words get additional meaning from facial expres- 
sions, gestures, and body posture. I may not be say- 
ing a word, but my posture, face, eyes, and sighs say 
everything about the mood Tm in. One study shows 
that if I'm unsure of what you really meant when 
you said, "I love you," I will tend to put more 
credibility In your tone of voice and facial expres- 
sion than in your words. Words, indeed, can be 
cheap. It s not just what we say tliat matters. By lean- 
ing forward, smiling, and maintaining eye cuntact, 
your body language can encourage the other per- 
son to speak. 



Summary 

Conimunication is the cement with which rela- 
tionships are initiated and maintained throughout our 
lives. Because older persons may have physical 
limitations that restrict their interactions with the 
world, it is crucial to maintain relationships with them 
by using what we have suggested in this chapter. Ad- 
ditional techniques which would be helpful to you 
and to the care receiver are presented in the next 
chapter. 
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Chapter 5 

Techniques For Aiding 
Communication 

Roger Maher 
Communication Disorders Specialists, Inc. 




What this Chapter Offers 

In Chapter 4 on Communication in the Family, 
we discussed communication in terms of its social 
benefits and its impact on relationships. Our focus 
in this chapter will be on various types of physical 
conditions which can affect the ability of older per- 
sons to communicate with family members and 
friends. 

Because communication is affected differently 
by specific disorders, we will present examples to 
illustrate how each condition requires different ways 
of enhancing older adults* ability to talk to others 
and to understand what is being said to them. 
Throughout the chapter, practical suggestions are of- 
fered for facilitating communication, and informa- 
tion is provided about devices that are available to 
help older persons communicate. In order to get the 
most out of this chapter, search for the information 
which is applicable to your situation and to your 
needs as a caregiver. 



Vision Loss 

The most dramatic changes in vision occur be- 
tween 50 and 70 years of age. By the time an in- 



dividual reaches the age of 85, he needs much more 
light to see properly than he did when he was 
younger. The following example suggests difficulties 
that may result from poor vision. 

Sarah, 76, and Simon, 84 years old, live in 
their own home. They have weekly visits 
from a worker from the county chore ser- 
vice program and are periodically visited 
by the public health nurse. Lately, Sarah 
has not been writing checks for bills, has 
fallen a few times, and is reluctant to leave 
the house to go shopping. She has also not 
been willing to read stories to their grand- 
children when they visit. 

Sarah could be displaying signs of a number of 
disorders; however, for our purposes we will say she 
is experiencing visual loss. As with any change in 
physical function, the first step is to have a medical 
evaluation. There are numerous causes for visual im- 
pairment, none of which should be taken lightly. 

It is important to realize, as shown in the first 
box, that there are many ways in which persons with 
visual difficulties can be assisted. 
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ASSISTING PERSONS WITH VISION LOSS 

• Provide large print books. Some magazines, 
such as kzaders Digest are also published in 
large print. For less serious visual impair- 
ment, hand-held magnifying lenses can be 
useful. 

• Provide "talking books" or audio tapes. 

• Use clocks with white numbers and black 
background. 

• Large number telephone dials are available. 

• Clearly label rooms, objects, etc. 

• Rearrange furniture so that sunlight can be 
provided for illumination. 

• Avoid light glare. 

• Accent dangerous edges, such as on stair 
steps and head-level obstructions, with 
strongly contrasting colors. 

• Do not rush visually impaired individuals as 
they walk. 



i'liTniiiiiiililH 



Communication can be affected by vision loss. 
In the next box we have listed some practical sug* 
gestions for communicating with a visually impaired 
person. 




COMMUNICATING WITH THE 
VISUALLY IMPAIRED PERSON 

• Alv/ays include visually impaired individuals 
in the conversation, and don't "talk down" 
to them. 

• People often have a tendency to raise their 
voices or even shout to visually impaired peo- 
ple. There is no need to do this. 

• Ask visitors to identify themselves to the 
visually impaired person before beginning a 
conversation. 

• Alert a visually impaired person verbally 
before touching him. 



• Lightly touching the person's shoulder or 
hand may be useful in aiding her in deter- 
mining your position. 

• Be willing to help if needed, but don't assume 
that the visually impaired person is unable to 
do things without your assistance. 
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Hearing Loss 



Let us next look at the situation of a person with 
impaired hearing. 

• Joe, 72 years old, is a retired steel worker 
and is enjoying his retirement except for 
his constant need to ask his wife and 
friends to repeat what they have said. He 
sometimes will not ask what was said and 
simply nod his head in agreement. It also 
puzzles ' Im that he can understand some 
people and not others. He continues to 
wonder what is wrong but blames it on old 
age. 

Joe appears to be experiencing a significant hear- 
ing loss, and he attributes to "just getting older," with 
the attitude that nothing can be done about it. You 
might be Interested in the following basic facts that 
Joe needs to know. With this knowledge, you can 
help the older person with a hearing loss explore the 
best possible alternatives and assist him in obtain- 
ing qualified professional help. 

• All suspicions of hearing loss should be 
evaluated by a physician specializing in hear- 
ing, preferably an ear, nose, and throat 
doctor. 




Additional devices are available for hearing im- 
paired persons who are unable to benefit from hear- 
ing aids. These other types of listening devices can 
be obtained at many of the retail outlets that sell 
hearing aids. For example, there is an amplifier that 
can be placed in the receiver of your telephone to 
make the caller's voice louder. Other devices allow 
the television to be amplified for the hearing im- 
paired person while maintaining a normal volume 
for the rest of the family. These are just two examples 
of the types of aids a hearing impaired person can 
use to maintain communication with family and 
friends. 



Some hearing losses can be corrected or par- 
tially improved through the use of medica- 
tions or surgical intervention. 

The older person's hearing should be tested 
by an audiologist who has certification 
through the American Speech-Language- 
Hearing Association (ASHA). 

Hearing aids can help some people with a 
loss, but hearing aids will not do much good 
for some older persons. Unlike the normal 
vision that most people who wear eyeglasses 
have, many people with hearing aids do not 
have normal hearing. 



All hearing aids should be purchased on a 
liiiriy-uay Iridl basia. SOmctirricS the vYcarGr 
cannot tolerate the aid. The trial basis will 
allow you to return the aid for a full refund. 
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COMMUNICATING WITH THE 
HEARING IMPAIRED PERSON 



• Speak at your normal rate of speech but not 
too rapidly. If you are known as a fast talker, 
slow down. However, do not over-enunciate. 

• Talk as you normally would with a slight in- 
crease in loudness of your speech. Do not 
shout. 

• Three to six feet should be between you and 
the hearing impaired person. Conversation 
will be improved when people are in closer 
proximity. 

• Be sure your face is visible to the listener. 
Be sure there is light on your face. 



• Do not speak directly into a hearing impaired 
person's ear. The hearing impaired person 
looses the opportunity to watch the speaker s 
face. 

• Talk in a quiet setting. Shut off the TV or 
radio or move yourselves to a quiet room. 

• If your message is not understood, rephrase 
the message using different words. 

• Treat people with hearing losses as adults and 
always include them in the discussion. 

• Consider learning sign language. 



Strokes 



Strokes result from disruption of the blood sup- 
ply to the brain, which can happen when there is 
a blood clot (thrombosis) or a when a blood vess I 
bursts (aneurysm). The resulting temporary and/or 
permanent damage to a part of the brain is what 
causes symptoms like paralysis, speech problems, vi- 
sion problems, etc. Let us look at the case of a woman 
who suffered a stroke. 

• Martha, 69 years old, is a retired librarian 
and suffered a stroke a year ago. She is 
presently living with a family member but 
hopes to move back to her apartment soon. 
She went through physical, occupational, 
and speech therapy. Now she is able to get 
around with minimal assistance, but she 
still cannot say what she is thinking. The 
words just won*t come. She really misses 
being able to talk with her family members 
and her other friends who come to visit. 

Though Martha is having difficulty speaking due 
to a stroke, we wish to caution that all people who 
have had a stroke do not have the same types of 
disabilities. The type of disability depends entirely 
on the place in the brain where the stroke happened 



and the amount of the brain which has been affected 
by the stroke. The next box lists some ways you can 
make communication with the stroke victim more 
satisfying. 
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COMMUNICATING WITH THE STROKE VICTIM 



• Communicate a quiet place free of com- 
peting noise. 

• Be sure you have the person*s attention 
before giving him instructions, and keep in- 
structions or questions short, simple, and 
direct. 

• Use facial expressions to help communicate 
your message. 

• Do not overreact or be surprised to hear 
swearing. Remember, the stroke person has 
difficulty choosing her words and monitor- 
ing what she says. 

• Encourage all attempts at speaking. Be pa- 
tient, listen, and attempt to figure out what 
he is trying to say. 

• Be sure all written material presented to the 
stroke victim can be seen. Some people can- 
not see to the left or right side of material. 

• Be sure not to talk down to the person. Treat 
the person as an adult. 

• Just because a person cannot talk does not 
mean that she cannot understand. 



• Do not talk about him in his presence. 

• Do not assume the person understands 
everything. Ask her if she understands. 

• Some people need extra time to understand 
information and also extra time to put their 
thoughts together to respond to the informa- 
tion. Give the person enough time to under- 
stand and to speak. 

• Do not correct errors. Instead, repeat what 
you think the person was trying to say. 

• Just because a person said a word one day 
does not mean that he is able to say it any 
time he wants. 

• Give the person hints on how to say the word 
if you know what she wants to say. 

• If the person has little or no intelligible speech, 
ask questions requiring a yes/no response, 
response. 

• Be supportive and understanding without in- 
dulging in unrealistic optimism. 



If you need more information on how to help 
the stroke victim communicate, contact a local 
"speech-language pathologist." He/she will be glad 
to assist you. If you live in a rural area and do not 
have access to a speech-language pathologist, we sug- 
gest calling the Anierican-Speech-Language-Hearing 
Association at 1-800-638-6868. They will provide you 
with names and phone numbers of persons in your 
region who can help you. 
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An Augmentative Communication 
System for Stroke Victims 



The term "augmentative'* simply means an alter- 
native way to communicate when you are unable 
to speak. We will refer to "augmentative communica- 
tion systems" as ACS. An ACS can range from very 
simple setups up to the latest technology in com- 
puters and synthetic speech. Here are some ex- 
amples of ACS's: 

• A heavy piece of cardboard with the letters 
of the alphabet written very large. This allows 
the person to spell the words if he is unable 
to say them, assuming that the patient's abili- 
ty to spell remains intact. 

• A heavy piece of white cardboard that con- 
tains pictures of items in the person's house, 
such as the bed, chair, bathroom, kitchen, 
and bath. This allows the person to indicate 
what she wants or where she wants to go by 
pointing to the most appropriate picture. This 
type of ACS is also known as a "communica- 
tion board." These can be made as elaborate 
as the person is able to use, including writ- 
ten phrases such as "I want" plus words or 
pictures the person can point to. 

• The more elaborate types of systems 
available consist of phrases printed on a com- 
puter board. The board or machine will then 
speak the phrase or sentence that the per- 
son has pushed. The variety of such machines 
is great. If a person cannot read, pictures can 
be used and the machine can be programmed 



to speak the word when the person pushes 
the picture. The cost of these machines 
ranges from $150 to $4,000. 

There are some basic points to keep in mind 
when considering an ACS for a stroke victim: 

• The stroke victim should have an evaluation 
by a speech-ianguage pathologist to deter- 
mine if she could benefit from such a system. 

• Not all stroke victims will be able to use an 
ACS. 

• Not all stroke victims will want to use an ACS. 
These individuals want to try to communicate 
without it. 

• All hardware (the computer, the synthetic 
speech machine) should be tried with the in- 
dividual prior to purchase. 

• Check out the warranty period and availabili- 
ty of maintenance service when purchasing 
costly augmentative devices. 

In summary, all stroke victims are not the same. 
Each has his or her own abilities and disabilities. They 
are adults who must be treated as individuals. Every 
effort should be put forth to assure that they con- 
tinue to communicate to the best of their ability, and 
all attempts should be made to keep stroke victims 
as active members of their society. 




Neurological Dysfunction 



Let us begin our discussion of neurological 
dysfunction with an example of a person with Parkin- 
son's disease. 

• Pete, a 75-year-old, has been diagnosed 
with Parkinson's Disease* lie is presently 
on medications that help control the dis- 
ease. Recently, he has noticed that his 
speech is softer, that he is unable to say his 
words without slurring them, and it is dif- 
ficult for him to eat as rapidly as the rest 
of the family. He has noticed that friends 
talk to him less, and they ''talk around" him 
instead. 

Pete's case illustrates the difficulties experienced 
by older persons who suffer from neurological dis- 
ease. Parkinsonism, multiple sclerosis, Alzheimer's 
and amyotrophic lateral sclerosis are the major dis- 
eases you will hear about or encounter. As with 
stroke victims, the person who suffers from a 
neurolocfical deficit needs specific techniques to help 
her communicate. The list in the next box will give 
you some guidelines to follow for working with per- 
sons who have Parkinson's disease. If the older adult 
has one of the other neurological deficits mentioned 
above, specific recommendations and suggestions 
can be provided by her physician, a speech-language 
pathologist, and/or a support group in the communi- 
ty or region. 



COMMUNICATING 
WITH A 
PERSON 
WHO HAS 
PARKINSONISM 

• Encourage the person to speak slower, one 
word at a time if necessary. 

• If the speech is too fast, have the person pace 
his rate of speech by tapping on a table with 
his hand for every word he says. 

• Encourage the person to open her mouth and 
say the words as clearly as possible. 

• Encourage the person to speak louder. 

• Don't expect the person to be able to main- 
tain the appropriate level of loudness or 
slowness. She may be able to do it only for 
a short period of time and then must rest and 
be encouraged to try again. 

• If the loudness of the speech is difficult to 
maintain, consider purchasing an amplifying 
system. These can be purchased at Radio 
Shack for under $40. 



Here is another example of a person with a 
neurological dysfunction, this time one that affects 
memory. 

• Lena, a 92-year-old, has been active with 
her friends and has been living alone for 
all these years. She has traveled between 
her homes in Minnesota and Texas for 40 
years and has enjoyed her lifestyle. Recent- 
ly. Lena has noticed that she forgets things. 
She forgets names, appointments and even 
whether or not she has eat^n a meal. She 
admits her memory is not as good as it us- 
ed to be, but after all she is 92 years old 
and what can you expect 

O 
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The main problem in Lena's case is a decrease 
in intellectual abilities, such as memory. Other in- 
tellectual deficits, such as ineffective problem solv- 
ing, may also occur that will require special treat- 
ment in order for a person like Lena to remain ac- 
tive and as independent as possible. For additional 
information, turn to the memory and dementia sec- 
tions in Chapter 9 on Psychology of Aging and to the 
memory impairment section in Chapter 7 on Nutri- 
tional Needs. Some suggestions for helping a person 
with reduced intellectual ability are listed in the next 
box. 
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COMMUNICATING WITH THE 
INTELLECTUALLY IMPAIRED PERSON 



• Touch the person when talking to her. 

• Speak in simple, short sentences. 

• Use meaningful inflections, and combine 
speech with meaningful gestures. 

• Do not expect the person to remember 
several facts. 

• Do not expect the person to hear everything 
you say. 

• Be honest with the older person concerning 
your own limitations and strengths. (See 
Chapters 2 and 3 for more discussion of this 
topic.) 



Listen to what the older person has to say 
both verbally and non- verbally. (See Chapter 
4 for more discussion.) 

If memory is a problem, consider making dai- 
ly schedules with appointments and "must 
do" items. 

Allow the older person to participate in deci- 
sion making concerning himself. Give him the 
time, a few days if necessary, to come to a 
decision while you continue to provide fac- 
tual information. 



If you are the caregiver of a person with 
neurological deficits, we encourage you to seek pro- 
fessional help from the resources in your communi- 
ty, such as are listed earlier in this chapter, in Chapter 
9 on Psychology of Aging, and in Chapter 12 on 
Where to Get Help, 



Summary 

We would like to emphasize that each person 
remains an individual, no matter what the age is. 
Each person uses communication to socialize and in- 
teract within his or her everyday environment. It is 
essential that you as a caregiver use all possible 
techniques to ensure that communication is kept at 
the highest possible level. The suggestions in this 
chapter can bs of great help to you in achieving this 
goal. It is also necessary to be aware of and to work 
within your limitations. Recognizing the limitations 
of the older person is also essential for maintaining 
realistic expectations. 
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Chapter 6 

Changes in the Body 

Robert Mitchell 
Pennsylvania State University 



What Is Agin g? 

This chapter provides an overview of the nor- 
mal changes in the body that can be expected to oc- 
cur during the human aging process. Recent ad- 
vances in medical research have vastly improved our 
knowledge about aging, and we are now better able 
to distinguish between changes that result from nor- 
mal aging and changes due to disease. 



Gradual decline* Aging can be defined as 
"change with time." This suggests that human ag- 
ing begins at the time of conception and then moves 
through a series of stages until eventual old age. 
Although we usually notice outward signs of aging 
(such as graying hair), we are usually unaware of the 
slowly occurring changes within our bodies. Indeed, 
this physical decline is so gradual that it is difficult 
to measure in less than a five-year period and near- 
ly impossible to define exactly when a specific 
decline begins. In fact, different body organs and 
systems age at different rates, and, not counting dis- 
ease and accidents, functional loss in most systems 
is no greater between the ages of 50 and 60 than 
it is between the ages of 30 and 401 



Individual differences. The rate of physical 
decline varies a great deal between individuals. At 
any one age, for any one function, different in- 
dividuals might have losses ranging from 5% to 50%. 
This illustrates that different people age at different 
rates. The important point is that a person's 
biological age is usually quite different from his or 
her chronological age (the nurtiber of years since 
birth). Thus, biological age is much more useful than 
chronological age for assessing fitness and aging rate. 




Homeostasis. "Homeostasis" is defined as the 
state of balance (or equilibrium) in body fluids and 
tissues. As changes in body function occur, there is 
a general decrease in the body's ability to maintain 
balance within various systems. Many homeostatic 
systems (such as blood pH, bloud sugar level, body 
temperature, and pulse rate) change vcrj little with 
age as long as the body is at rest. Dui, if the older 
body is stressed, either physically or emotionally, 
there ^s a decreased abilitj- to respond to thib stress 
and maintain a balance. For example, the older per- 
son s body temperature changes more than a young- 
er person s as the temperature of the surroundings 
changes. It also takes longer to return tu normal 
temperature. 
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ARE WE LIVING LONGER? 

Life expectancy is that length of time that an 
individual is likely to live from the moment of 
birth. A child born today can expect to live to 
about age 75. a whole 28 years longer than a 
child born back in 1900. This life expectancy 
is not to be confused with maximum life span, 
which is the age to which the oldest members 
of our population survive. For humans, maxi- 
mum life span is believed to be genetically fixed 
at about 115 years. Because of the increased 
life expectancy, people often say that the maxi- 
mum liie span of humans is now much longer 
than ever, but this is not true. Although some 
of the inaease in average life expectancy is due 
to the improved health and medical care of 
older people, most of the increase is actually 
due to decreased mortality rates in infants and 
children. It also looks as if the maximum life 
span is increasing because every year the 
number of elderly people increases. So. in 
answer to the question, "Are we living longer?", 
we can say that more and more of us are sur- 
viving into old age but that the "cap" on our 
maximum life span has not changed very much. 



In the following sections we'll discuss normal 
changes in the aging body. 

Skin and Hair 

The skin is one body system that is often 
overlooked when talking of physiology, but rarely 
missed when thinking of aging. Age changes in skin 
and hair are usually the first-noticed and most often- 
used indicators of your chronological age. Older 
adults' skin generally shows increased paleness, 
wrinkling, loss of elasticity, dryness, and pigmenta- 
tion spots. 

Why does skin become more wrinkled with ag- 
ing? Alterations in tissue (called collagen and elastin) 
below the skin account for most of these changes. 
Notice how when skin on the forehand of an older 
person is pinched, the wrinkle stays up briefly rather 
than snapping right back down as in a young per 
son. Also, there is a loss of the fat below the surface 



of the skin and a weakening of tiny blood vessels 
which can result in small black and blue spots. There 
is little doubt that exposure to ultraviolet radiation 
from sunlight accelerates the rate of aging in skin. 

Although some baldness is genetic and related 
to male hormones, loss of scalp hair and graying of 
hair are common occurrences in middle and late life. 



Muscles 

The muscular system shows age changes main- 
ly by a decrease in size and strength. Skeletal mus- 
cle cells decrease both in number and size with age. 
Muscle mass generally decreases after the age of 50 
with much of the muscle tissue being replaced by 
fat and connective tissue. Muscle strength usually 
peaks between the age of 20 and 30 and then slow- 
ly declines. Some decline in muscle size and func- 
tion is undoubtedly a consequence of disuse, but this 
cannot be the whole answer since muscles of the 
hand. eye. and larynx (voice-box) also show age 
changes. Whatever the cause, physical activities 
within one's limits are certainly recommended for 
maintaining muscle health and slowing muscle aging. 



Skeletal Changes 

Why do we get shorter and stiffer? The reduc- 
tion in height and the limited mobility that comes 
with aging is primarily a result of skeletal changes. 
Decreased density of bones and deterioration of 
ligaments, cartilage, and joints contribute to changes 
in body height and narrowing of chest and shoulders. 
There may even be some thinning (collagen loss) or 
collapse of spinal discs to add to height loss. The 
changes in ligaments and cartilage lead to the char- 
acteristic stiffened joints of the aged. 

Osteoporosis, the accelerated thinning of bone 
seen particularly in post-menopausal women, is 
primarily a result of bone mineral loss. The cause 
for this loss is nut known, although diet Oow calcium 
intake) and hormone levels (drop in estrogen follow- 
ing menopause) are suspected as contributing fac- 
tors. Recently there is evidence that planned phys- 
ical activity programs can slow down the rate of adult 
bone loss or even restore bone in older individuals. 
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Heart and Lung Changes 



The heart and blood vessels. Aging of the cir- 
culalory system often leads to cardiovascular (heart 
and blood vessel) disease, which is at present the 
number one heal.h problem in the United States. 
More people die from heart attacks and strokes than 
from all other causes of death combined. There is 
no doubt that the occurrence of cardiovascular dis- 
eases—such as arteriosclerosis and atherosclerosis 
(see explanations two paragraphs below), heart de- 
generation, cerebral hemorrhage (stroke), coronary 
tlirombosis (blockage of blood to the heart due to 
a clot), and hypertension (high blood pressure)— 
increases with age. 

Gradual changes in the heart and blood vessels 
can be seen even before cardiovascular diseases 
become obvious, and they can result in decreased 
blood supply to the body organs. Such changes in- 
clude (a) a decrease in the heart s reserve capacity, 
(b) poor reaction by the heart to sudden stress, (c) 
heart output drops about 1% per year below the nor 
mal for joung adults, (d) there is a thickening of the 
valyes \ inner lining of the heart, (e) and the blood 
vessels progressivelj become mere stiff and less 
elastic. 
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Some of the changes occurring in blood vessels 
that are often attributed to disease may in fact be 
part of a normal aging process. For example, 
arteriosclerosis is a i;eneral term which refers to 
a thickening and hardening of the arterial walls. 
Atherosclerosis is a specific kind of arteriosclerosis 
characterized by fatty accumulation in the innermost 
layers of the arterial wall. These fatty accumuLticns, 
along with the connective tissue changes, form white, 
scar-like areas called atheromas or plaques. Such 
damage to vessel walls can eventually lead to vessel 
obstruction, formation of intern - ' ' ' clots (throm- 
bus) or rupture of vessel ^ ' .^urysm). This then 
becomes the heart attacK or stroke referred to 
earlier. 

The lungs. The respiratory system has one rain 
^nction, which is to rxchange oxy^'.en and carbon 
dioxide between blood and the breathed air. 
Although with age there is little change in total lung 
capacity, there is a decrease '.ii the total amount of 
air that can ht moved in and out of the lungs (vital 
capacity) and an increase in air still left in the lungs 
(residual volume^ after maximum effort to exhale. 
Obesity and changes within the bones, muscles, and 
connective tissue of the chest wall, including the 
diaphragm, are largely responsible for theb<* volume 
changes. As expected, there is also decreased lung 
elasticity associated with age. 



SMOKING 

Smoking is a prime example of how environ- 
mental damage can accelerate aging. There is 
no question that smoking is the single most 
preventable cause of disease and premature 
death in the United States. Not only does it 
dramatically increase the risk of cancer, em- 
physema and bronchitis in the lungs, but it also 
increases the risk of cardiovascular disease and 
ulcers in the digestive system. 
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Digestive Changes 



Should diet change as we grow older? The 
digestive system, particularly the digestive tract, does 
not show as many age changes as do many other 
systems. Most digestive problems of elderiy people 
are more of a nutritional than physiological nature. 
Too many Americans consume excess fat, salt, and 
sugar in their diets. Others, particularly the very old, 
are often undernourished with not enough vitamins 
and minerals. Most people experience teeth prob- 
lems as they grow older (more gum than decay prob- 
lems), and along with the decline in sense of smell 
and taste, dietary patterns are often altered. See 
Chapter 7 on Nutritional Needs for more informa- 
tion on diet. 

Age changes in the digestive tract show up as 
decreased acid secretion in the stomach, decreased 
movement in the stomach and ih*estines, and possi- 
ble decreased calcium absorption. The acid in the 
stomach can interfere with specific enzyme activity 
and thereby protein digestion. It is also possible that 
age changes in the stomach lining may be responsi- 
ble for decreased Vitamin B12 absorption which can 
lead to anemia. The deceased motility or peristalsis 
of the digestive tract simply means that digestion and 
absorption usually take longer, but this can also mean 
that constipation might result. 

Another pari of the digestive system, the liver, 
has received considerable attention with regard to 
age studies, and has been shown lo function fairly 
well into old age. There is a slight drop in blood flow 
through the aged liver and there are some cell 
changes, but the tremendous reserve and 
regenerative capacity of a non-diseased liver keeps 
it in good working order. 



Urinary Changes 



The kidneys, the central part of the excretory 
system, are the key organs in clearing blood of 
Wubtes, maintaining water and electrolyte balance, 
and controlling acid-base balance. 

Why is frequent urination a common problem 
in older adults? In men this is usually caused by 
enlargement of the prostate, while in women infec- 
tion of the urethra and bladder is often responsible. 
Sometimes it is caused by medications taken for other 
conditions. 



Incontinence, which is the inability to control 
bladder or bowel function, is a concern for many 
older adults. It is estimated that one in ten persons 
over age sixty-five experience bladder control prob- 
lems. Women are more commonly affected than 
men. It is important for caregivers to know that in- 
continence often can be treated and controlled. 

If incontinence is a problem for the person you 
are caring for, the first step is to seek medical evalua- 
tion for the older adult. Three common types of 
urinary incontinence are stress incontinence, urge 
incontinence, and overflow incontinence. Each may 
have a different cause or treatment. In the box below 
are practical suggestions in dealing with 
incontinence. 



DEALING WITH INCONTINENCE 

® Be sensitive to the needs of the older adult, 
both psychologically and physically. 

• Behavior modification has been an effective 
treatment in some cases. Ask your doctor for 
a referral to someone who can teach you 
some of the techniques. 

• Establish a regular routine for bladder and 
bowel elimination. 

• If needed, purchase large supplies of 
disposable pads at a hospital supply store, or 
check with your public health nurse about 
where to purchase such items. 

• Install a portable toilet near the bedside at 
night. 

• Include a fiber-rich diet for your care 
recipient. 

• Leave the toilet seat up and the bathroom 
door open with a light on at night. 
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Reproductive System Changes 

Women. The effects of age on the reproductive 
system are of special interest to humans, not only 
because of physical changes, but also because of the 
psychological impact which influences self-image. In 
the female, menopause —which occurs in the late 
forties— is the cessation of the menstrual cycle and 
marks the end of child-bearing years. During and 
following menopause, the ovaries become inactive 
with eventual cessation of egg production and a loss 
of estrogen and progesterone synthesis. Mechanisms 
responsible for this ovarian shutdown are still 
unclear. With the drop in circulating estrogen and 
progesterone levels, changes occur in uterine and 
vaginal tissue and a decreased level of vaginal 
lubrication. 

Men. In the male, there is no set time of 
reproductive change such as menopause, but there 
are gradual changes in the structure and function of 
reproductive organs. Between the ages of 50 md 90 
there is a slow decline in circulating levels of 
testosterone. There is continued sperm production 
well into old age, even though the rate of produc- 
tion and the number of active sperm decline. Age- 
associated deterioration of organs responsible for 
semen production result in a decreased volume and 
thickness of seminal fluid. Particularly affected is the 
prostate gland, which after the age of 40 begins 
to show degenerative changes. Also, the gland gen- 
erally increases in size and becomes a frequent site 
of cancer in the aged. The average middle-aged man 
takes two or three times as long as the average young 
adult to achieve an erection, although as discussed 
below, this seldom has a serious effect on sexual 
activity. 

Sexual activity. Can sexual activity be main- 
tained into later years? Yes! Studies show that sex- 
ual desires and capabilities continue into later life 
and that sexuai activity can be maintained by men 
and women well into their seventies and eighties. 
The changes in the reproductive ;>ystem discussed 
above are not usually the cause uf reduced sexual 
activity in old age. In fact, a major reason for reduc- 
ed sexual activity for older adults, especially women, 
is the lack of a suitable partner. In men, the fear of 
losing sexual ability is often a major cause of im- 
potence (the inability to ma'ntain an erection). Con- 
sulting with a physician can determine if the im- 
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potence is due to physical, situational, or psycho- 
logical causes or, as is often the case, a combination 
of causes. 

Many individuals who have heart disease fear 
that sex might cause a heart attack, and, therefore, 
they avoid sex. In general, sexual intercourse can 
be resumed several months after a heart attack, 
depending on the degree of recovery. There is some 
evidence that sexual activity, as with activity in 
general in the months following a heart attack, can 
help maintain the body in good condition. Be sure 
to consult your physician, however, rather than 
following the general guideline presented here. 

Many other physical problems can interfere with 
sex. These include: diabetes and prostate operations 
in men; mastectomy, hysterectomy, and urinary in- 
fections in women; and colostomy and ileostomy in 
men or women. Most are treatable. If your physician 
cannot treat you, he or she will direct you to other 
specialists who can. Occasionally, however, a phys- 
ician does not view the issue of sex as important 
enough to warrant treatment. If comments like "Well, 
what do you expect at your age?" are made by the 
physician, you migiit want to consider seeking other 
advice. 



Hormonal and 

Immune System Changes 

Most hormones of the body, which affect 
everytning from general metabolism to behavior, are 
secreted by glands of the endocrine system. With ag- 
ing, there may be an alteration in the production of 
a hormone or in its action. Two endocrine glands 
that have received considerable attention by geron- 
tologists are the pancreas and thymus. 

Diabetes. One function of the pancreas is to 
release insulin in response to blood glucose, thereby 
lowering blood sugar levels. As early as the fourth 
decade of life, there is a reduction of glucose 
tolerance such that when glucose is ingested by an 
older person, the blood sugar level increases to a 
higher point and takes longer to return to normal 
than in a younger person. It may be that the pan- 
creas is less sensitive to the sugar stimulus or that 
less insulin is secreted by the older individual. This 
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decline in glucose tolerance may be related to the 
age-dependent incidence of maturity-onset diabetes 
(type II diabetes). 

The aging immune system* The thymus gland, 
located behind the breastbone, is now known to be 
a key organ in development and probably also in 
a^ing of the body's immune system. After peaking 
in functional activity at about age 12, the gland 
diminishes in size and hormone output. With the 
decline ip thvmus hormones, there is a subsequent 
decline in activity of two types of blood cells (called 
T- cells and B-cells) that play an important role in 
our body's defense mechanisms. As a result, the T- 
cells and B-cells are less able to recognize and at- 
tack invading organisms or foreign proteins. 

This disruption of the T-cells and B-cells could 
also result in an increase in antibodies that are 
directed toward the body's own cells, which can 
result in autoimmune diseases such as hemolytic 
anemia, rheumatoid arthritis, or systemic lupus 
erythematosus. This increase in autOimmune reac- 
tions with aging could also be related to the increased 
incidence of diabetes, atherosclerosis, and deposits 
(called "plaques") in brain tissue. 

Nervous System Changes 

Nerve cells. The nervous system is composed 
of the brain, spinal cord, and peripheral nerves that 
carry messages to and from the brain and the rest 
of the body. A person is born with all the nerve cells 
he or she will ever have, which means that the ones 
that are remaining at death are the same age as the 
person. Perhaps more important than age changes 
in the number of nerve cells are age changes in how 
nerve cells are structured and in the way they work. 
As you age, various parts of your nerve ceJ^s 
deteriorate, and they become less efficient. This 
results in some overall loss of speed in receiving, pro- 
cessing, and sending nerve signals. There is also a 
very obvious loss in reflex and reaction times with 
age. In general, elderly people are slower on tasks 
that emphasize the senses, perception, and muscle 
movement (such as eye-hand coordination) or that 
require quick response time. 

Neurotransmitters. Neurotransmitters are the 
chemicals that allow nerve cells to communicate with 
one another. Changes with age in neurotransmitters 
might also affect the working of the brain. Some 
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research shows that with age, neurotransmitters 
might not be produced as readily by the body or they 
might become less effective. Interestingly, it is the 
loss of the neurotransmitter dopamine in a certain 
part of the human brain that causes Parkinson's dis- 
ease. And, Alzheimer's disease^ which affects less 
than 10% of the population over age 65, is linked 
with a decrease in the chemical necessary for mak- 
ing the transmitter acetylcholine. These diseases, 
however, are certainly not considered part of the nor- 
mal aging process, but they do show the important 
role played by neurotransmitters. 

Sensory Losses 

The senses— including vision, hearing, taste, 
smell, and touch— are also part of the nervous system 
and show a decline in later years. An understand- 
ing of the effects of sensory losses in older idults will 
lead to a much greater understanding of the person 
you provide care. The following box summarizes 
some of the major changes. Additional information 
on the effects of sensory changes is in other chapters 
in this manual: The effects of sensory changes on 
communication are discussed in Chapter 5 on Tech- 
niques for Aiding Communication, Changes in taste 
and smell are discussed in Chapter 7 on Nutritional 
Needs, 

Diseases 

While it is not possible to include detailed infor- 
mation about the various diseases in a manual of this 
size, the next box contains summary statements 
about the common diseases affecting older adults. 
Please consult your physician to find out what the 
disease is, how the person will be affected, what treat- 
ment is given, and what is the expected outcome 
(prognosis). After conferring with the physician, you 
may want to contact one of the sources listed in 
Chapter 12 for more information. 
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CHANGES IN THE SENSES WITH AGE 



Vision: In the eye, the lens may stiffen, mak- 
ing it harder to focus on objects. The lens may 
aiso yellow, causing certain colors to look fad- 
ed. With less light passing through the lens, 
glare becomes a problem, and it takes longer 
to adjust the eyes from bright to dim light and 
vice versa. The inability of the lens to focus on 
near objects often leads to the need for bifocal 
or trifocal glasses. 

Hearing: Hearing loss is common in older 
adults. An older person usually experiences loss 
in the ability to hear high frequency sounds, 
such as consonants. An older person also may 
lose the ability to hear more than one sound 



at the same time. Hearing gradually decreases 
beginning in early adulthood. Some of the loss 
in the later years can be avoided with proper 
eai protection during early years. 

Taste, Smell, Touch: A decrease in the 
number of taste buds and smell receptors leads 
to a decline in these senses. Consequently, you 
might see an older person using more salt, 
sugar, or spices to maintain flavors they enjoy. 
A decrease in the sensation of touch can also 
have dramatic effects. Testing bath water, cool- 
ing liquids and foods before consumption, and 
using caution when there is a risk of heat in- 
jury is extremely important. 



COMMON DISEASES OF OLDER ADULTS 



Alzheimer's: A progressive brain disorder 
which causes mental confusion and eventual 
physical incapacitation. See discussion in 
Chapter 9. 

Arthritis: This may refer to any one of hun- 
dreds of diseases that cause inflammation of a 
joint. An 'tis is not a part of the norma! ag- 
ing process. It is a disease. 

Cancer: There are many types of cancer with 
varying degrees of seriousness and many dif- 
ferent types of treatment. Over half of all 
cancers can be cured, especially if detected and 
treated early. 

Diabetes: There are two major ^pes of 
diabetes: Type I and Type 11. Diabetes can have 
serious side effects; therefore, diagnosis, treat- 
ment, and compliance with physicians' orders 
is important. 

Heart Disease: Coronary thrombosis or cor- 
onary occlusion. Heart diseases have a variety 
of causes and treatments. 



Emphysema: This is a major lung disease often 
associated with smoking. Anyone with this dis- 
ease should not smoke or be around indl.iduals 
who are smoking. 

Osteoporosis: A gradual thinning of bone that 
may result in easily broken or fractured bones. 
Hip fractures are commonly associated with 
osteoporosis. Dowagers hump (hump back) in- 
dicates that the spine is affected. Women are 
especially vulnerable to being afflicted with 
osteoporosis. 

Parkinson's Disease: A progressive 
neurological disorder which is characterized by 
tremors, slow speech, and rigidity in the 
muscles. 

Stroke: Stroke results from a blood clot or 
hemorrhage from a blood vessel in the brain. 
Some type of neurological symptoms often 
result, depending upon where the injury to the 
brain occurs. 
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Summary 



In this chapter we have discussed age-related 
changes in the various body systems and have em- 
phasized the importance of distinguishing between 
changes that result from normal aging and ' hose that 
occur due to disease. Since the rate of these changes 
varies a great deal between individuals, it is impor- 
tant not to make generalized statements about older 
people. If you suspect that the opinion given by some- 
one (such as your physician) might be influenced by 
generalizations or negative attitudes towards older 
people, we suggest you consic Br seeking advise about 
your physical condition from another source. 
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Chapter 7 

Nutritional Needs 

Barbara Adams 
College of St. Scholastlca 




The Meaning of f ood 



What does food mean to you? Is it just a source 
of fuel that keeps you going, or is there something 
more to food? Think about this as you read about 
Mr. Johnson: 

• Mr. Johnson is a 78-year-old retired 
steelworker who has lived in the same 
small town his whole life. Since his wife's 
death several years ago, he has been 
withdrawn and lonely. They were married 
for 52 years and she had always done the 
household chores. Since his wife's death he 
uses his kitchen very little because it brings 
back memories. His refrigerator contains 
some beer, a box of crackers^ some butter 
and a jar of herring. He goes out to eat 
several times during the week, but the food 
doesn't taste like it did when his wife 
cooked it. 

For most of us, as it is for Mr. Johnson, food is 
not just a source of fuel. For many people food has 
a special meaning. Our lives, our behav'ors, and 
some of our deepest feelin^b may stem from associa- 
tions with our loved ones and food. Food makes an 
occasion, food gives pleasure, and in many instances 
food means love. What we eat, therefc \ may be 
closely tied to our emotions and to other aspects of 
our life that affect our appetites and hunger. 

Aging can influence the types and amounts of 
food eaten. Thus, this chapter will give you, the care- 




giver, information about meals for older persons. But 
remember as you are reading the chapter, that much 
of the information applies to your diet, too! 

Age Changes that Affect 

the Way We Eat 

Changes in the body. As we age, we notice 
changes in our body. We mif ht be eating about the 
same amount of food (or less) as when we were 
younger, but the pounds seem to be adding up. Or 
we might think that food does not taste as good as 
it did when we were younger. "When Mom made 
potato salad, it was always good, now no or e can 
make it like that anymore." In the nexl box are some 
common changes seen in aging that affect the way 
we eat or the way that food is used in our bodies. 
Turn to Chapter 6 for information about other 
changes in the body that uccur with aging. 



EMC 



4G 



CHANGES IN THE BODY 

• Body fat increases while the amount of mus- 
cle decreases. This results in our burning 
fewer calories. 

• Because our mobility decreases, we burn up 
fewer calories. 

• Bones may get weaker, especially with no 
exercise. 

• Dental problems, including tooth loss, may 
develop and reduce the ability to chew. Den- 
tal problems can be greatly reduced by 
brushing teeth, by rinsing or swabbing the 
mouth, and by checking for proper denture 
fit. 

^ The sense of taste decreases. 

• The mouth may be dry because the flow of 
saliva decreases, making it more difficult to 
chew and swallow. 

« Digestion problems like gas, heartburn, diar- 
rhea, and constipation may increase. Choos- 
ing foods that do not cause these upsets may 
restrict the diet. 

• Some physical conditions require special or 
therapeutic diets. For example: diabetic, low- 
sodium, or low-calorle diets. 




Psychological and economic factors. Some 
things that affe- ' what we eat are not due to bodily 
changes but elated to our emotional stale, social 
contacts, or financial situation. Some examples: 
Transportation problems make grocery shopping dif- 
ficult. Living on a fixed income makes it harder to 
afford proper food. Loneliness or boredom can lead 
to poor appetite, or cooking for one may not seem 
worth the trouble. Memory loss or depression may 
prevent people from realizing or caring about how 
poorly they are eating. 



Cooking when living alone. Persons who 
prepared meals for a large family sometimes find it 
more difficult to cook for one, and food preparation 
can sometimes be difficult for men who have tradi- 
tionally not learned to cook. Bu^ mea! preparation 
does not have to be a major chore, nor do you need 
to be a gourmet cook to prepare and serve a bal- 
anced diet. Some suggestions are listed in the next 
box. 



COOKING FOR ONE 

• Though there is controversy about the use 
of processed foods^ certainly eating canned 
or fast foods are better than not eating 
enough. 

• Preparing simpler foods at home and eating 
one meal a day at e. res^'xurant that serves 
"home cooked" meals may be your solution. 

• Another possibility may be to prepare large 
quantities of food, and freeze part of it for 
a later time. Don't make the mistake of eating 
the same thing for several days in a row, 
however. 

• One meal a day at a senior nutri^on center 
or a home^delivered meal while preparing 
other small meals at home may be helpful 
in obtaining proper balance in your diet. 
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Choosing Your Calories 



Most of us need the same amount of vitamins 
and minerals when we get older as when we were 
thirty. However, we do not need as many calories. 
We must, therefore, choose our calories wisely. We 
should choose "nutrient dense" foods; that is, foods 
that contain lots of vitamins and minerals and not 
too many calories. In general, foods that are high 
in fats and sugars are higher in calories and do not 
contain many vitamins and minerals. We all need 
(and like) a little fat and sweet in our diets, but most 
of us ought to get much less than we do! Choosing 
foods that are lower in fat and concentrated sweets 
usually means that you will be getting more nutri- 
tion for fewer calories. 



A question for you: What would be more 
nutrient dense: 1/2 cup tapioca pudding made 
with skim milk or 1/2 cup plain gelatin dessert? 
Ansvyer: The tapioca has more nutrition 
(because of the milk) for about the same 
calories. . .around 100. 




Nutrient density also means making the calories 
count. For instance, a half-cup of soda pop and a half- 
cup of orange juice have approximately the same 
number of calories. The pop contains almost no 
vitamins or minerals. The juice contains vitamins A 
and C, B vitamins, potassium, and other minerals 
such as zinc. So the nutrient density of the orange 
juice is much higher than the pop. The same goes 
for milk, especially low-fat milks; you get a lot of 
nutrition for your calories. 





Balanced Meals 

It is difficult to know all about nutrition, but you 
can get a good idea about a healthy diet by using 
the guides that Lave been developed over the years. 
One of the guides that is easiest to use is the Four 
Food Groups. You will find that not everything you 
eat fits neatly into these groups, but if you are cnoos- 
ing the majority of your foods from these groups, 
the nutrient density of your diet will be very good. 

You have seen the Four Food Groups many 
times before. See the next box for a list that tells you 
the nutrition you get from the groups and how many 
servings an adult should get each day from each 
group. 
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THE FOUR FOOD GROUPS 

Minimum per Day 

Servings Recommended Examples of One-serving 
Food Group after Age 60. Portions 



Milk and 
Milk Products 

Meat 



Fruits & Vegetables 

(total 4 servings daily; 
including citrus and 
dark-green leafy 
and deep orange 
vegetables) 



1-2 



1-2 



Bread & Cereals 



1-2 



3-4 



Miscellaneous 



1 c. (8 oz.) milk, yogurt. 
1 1/2 oz. cheese. 

1 1/2 c. cottage cheese. 

2-3 oz. cooked, lean meat, 
fish, poultry. 

2 eggs. 

4 tbsp. peanut butter. 
1 c. cooked, dried peas, 
beans or lentils. 

Vitamin C rich: 
4-6 oz. citrus juice. 

1 orange. 

1/2 grapefruit or 
cantaloupe. 

2 boiled potatoes. 
1 c. raw cabbage. 

Vitamin A rich: 

1/2 c. carrots, broccoli, 

spinach, greens, sweet 

potatoes. 

Others: 1/2 c. potatoes, 
green beans, pei j, corn, 
apples, banana, peach, etc. 

1 slice enriched or whole 

grain bread. 
1 oz. (3/4 cup) dry cereal. 
1/2 to 3/4 c. cooked cereal. 
1/2 c. enriched noodles. 

Margarine, butter. 
Desserts. 
Sweets, candy. 
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For a balanced diet, you should choose from 
several of the groups each time you eat. This may 
sound like a lot of work, but the easiest way to eat 
a good diet and save time is to plan a "menu cycle*' 
(menus for a week or two). An example is shown 
in the next box. 



A TWO-WEEK MENU CYCLE FOR A LARGE MEAL 




S M 


T 


W 


TH 


F 


S 


FIRST WEEK: 












pork lentil 


meat loaf 


fish 


soup 


stir-fry 


tuna 


potato spaghetti 


potato 


rice 


muffins 


(chow 


hotdish 


carrots 


green beans 


broccoli 




mein) 


salad 










fried rice 




SECOND WEEK: 












beef hamburger 


soup 


pasta 


beans 


fish 


chicken 


potato hot dish 


muffins 


(with 


rice 


baked- 


rice/pasta 


cabbage 




ground 


salaci 


potato 


mixed 






turkey) 




coleslaw 


vegetables 



The two-week cycle is flexible; you Caa change 
the way you prepare the fo jds. For example, you 
could roast the beef, make homemade mashed 
potatoes and colesiaw (Sunday, week two) or, if you 
v/ere tired, you could cut up i\\t oeef, ^ne potatoes 
and cabbage, throw them in a pot with a little liquid, 
and make a one-pot stew. The example is for two 
weeks of large meals. You could plan the same for 
two weeks of small meals and two weeks of 
breakfasts. 

The beverage you choose is up to you; be sure 
to include at least two servings from the dairy group 
each day. Milk is a good way to get your calcium, 
but if the person you are caring for does not like milk, 
make it into a cream soup with low-fat milk, or make 
a low-fat milk pudding. You can also add nonfat dry 
milk to other foods (stir in 2 to 4 tablespoons of dry 
milk powder into mashed potatoes, soups, beverages, 
casseroles, etc.). This adds protein, calcium, and 
many other vitamins and minerals, and it works very 
well for a poor eater who will not eat a sufficient 
quantity at meals. 
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Light meals could be much like breakfast; there 
is no rule that says you must eat a particular food 
at a particular meal. If you feel like having leftover 
spaghetti for breakfast, that is fine. You have a pro- 
tein food (the hamburger or beans), a starch food (the 
spaghetti noodles), and a fruit or vegetable (the 
tomato sauce). If you want a bowl of cereal for lunch, 
that is fine too. Top it with some fruit for a good, 
light meal. Just remember that variety is the most 
important part of a good diet. 




There is much discussion about when to eat the 
biggest meal of the day. Nutritionists recommend 
that your largest meal be at noon. This is to give 
yourself time to digest the meal and burn off some 
of those calories. As we age, having a large meal 
before we lie down invites a sleepless night. 

A wonderful book that may be helpful in pro- 
viding you with information and new ideas about 
food choices is Food For Fitness After Fifty by Stare 
and Aronson. 

Special Diets 

The older we get, the more likely it is that we 
will be told to alter our diet in some way. The doc- 
tor may have advised reducing s^ait or fat. Maybe the 
dietitian said a change in eating habits would help 
treat diabetes or that an increase in fiber may help 
prevent constipation. Use caution so that you do not 
go to extremes in any diet. Too much of a good thing 
is not good. Your doctor can refer you to a Registered 
Dietitian if you have specific questions. Remember, 
any special diet should be planned on an individual 
basis. Moderation and variety aie the key words. 
You should not be eating the same thing day after 
day just to stay on a so-called "diet." 

If you are caring for someone who has diabetes, 
you should be sure to understand the diet require- 
ments, as explained by your doctor or dietitian. Be 
cautious when you shop. Do not be caught by the 



special "diet/r gar" candies, ice creams, etc. 
Often they are v^.. j expensive, and sometimes they 
contain more calories than their regular, sweetened 
counterparts. 

If you are on a low-salt diet, the tips in the next 
box can help you avoid high-sodium foods. 



HOW TO TELL IF FOOD 
HAS A LOT OF SALT (SODIUM) 

Salt is part of the name: garlic salt, onion salt, 
lite salt. 

Sodium or compounds high in sodium (such 
as Accent, baking soda, baking powder) are 
among the ingredients listed first on the label. 

You can see salt on the food. 

The food depends on salt to preserve it: 
bacon, salt pork, sausage, cured ham. 

The food is in brine: sauerkraut, pickles, fish. 

The food tastes salty: luncheon meats, 
sardines. 




There are many tasteful suggestions for improv- 
ing the flavor of meals for a person who has had to 
cut certain things (such as salt) out of his diet. The 
following herbs, spices, and other flavorings can be 
used to add flavor and zest to foods without adding 
sodium, nutmeg, onion, scallions, sage, thyme, bay 
leaf, mint, garlic, dry mustard, rosemary, carry, 
ginger, paprika, lemon juice, mushroom, sherry, pep- 
per, parsley, dill seed, chives, green pepper, mace, 
cinnamon, basil, oregano» allspice, cloves, and 
vinegar. Of course, you will want to be sure that the 
suggested herbs, spices, and other flavorings may 
be eaten by tue individual. 
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Alcohol 

As people grow older, their tolerance to alcohol 
decreases, and the harmful side effects increase. 
Some think that a small bit of wine or beer may 
stimulate appetite or help one to sleep, and alcoholic 
beverages are often used for that purpose. But when 
abused or when used to the extent that other foods 
are excluded, alcoholic beverages can be harmful, 
especially in the aged. Every ounce of liquor pro- 
vides about 75 calories; beer about 150 calories per 
12 ounces; wine about 75 calories per 3 ounces of 
dry and 130 calories per 3 ounces of sweet. To some- 
one who only requires 1,200 calories per day, a beer 
would give 12 percent of those calories and con- 
tribute little in the way of nutrition. Alcoholic 
beverages are extremely low in vitamins and 
minerals, and they provide practically no protein. 
In fact, to burn alcohol in your body, you use up 
valuable vitamins such as thlam.in (vitamin Bl). 



Medications 

Older persons, who take three times as many 
medications as the population in general, are par- 
ticularly vulnerable to the adverse nutritional effects 
of drugs. While the medication may be necessary to 
treat a condition, it may cause unpleasant side ef- 
fects like dry mouth, change in appetite, upset 
stomach, or constipation. On the other hand, food 
can also affect the action of a drug in some situations. 

Always ask your doctor or pharmacist about (a) 
side effects that might be associated with your 
medications, (b) drug interactions that might occur 
with other medications or food, and (c) when and 
how to take your medication. But, do not stop tak- 
ing a drug without telling your doctor. As a con- 
sumer, ifs extremely important to fully understand 
your particular medical condition and medications. 
Your phyp'cian or pharmacist will be able to heip 
you. Never be afraid to ask questions. 

In the next two boxes are some tips to help in 
case you experience side effects when taking a 
medication. 



WHAT IF YOU EXPERIENCE HEARTBURN, 
GAS, NAUSEA, OR VOMITING? 

• Eat small quantities of food at frequent 
intervals. 

• Control or avoid using alcohol, coffee, tea, 
and other caffeinated products. Even decaf- 
feinated coffee can cause heartburn. 

• Avoid highly acidic foods such as orange 
juice and tomato products. 

• Avoid gas-forming foods (these vary among 
individuals). 

• Chew food slowly with mouth closed. 

• Do not mince or puree food. 

• Eat crackers, dry toasted bread, or dry cereal 
to relieve nausea. 

• Drink cold, clear beverages, or juices for 
nausea. 

• Reschedule mealtimes if nausea occurs at 
consistent times each day. 

• Your doctor will want to know if you are 
nauseated especially if you are taking a 
digitalis medication; nausea could be a sign 
of toxicity. 



WHAT IF YOUR MOUTH 
IS DRY AND SORE? 

• Moisten (dunk) dry foods in beverages. 

• Decrease your use of dry or salty foods or 
snacks. 

• Eat moist, soft-textured foods such as mashed 
potatoes or milk toast. 

• Avoid spicy, highly acidic foods such as 
tomatoes, oranges, pineapple. 

• Suck on ice chips, or eat cool foods such as 
sherbet, melon, cold milk. 

• Avoid using highly sweetened foods or liquids 
such as soda pop. 

• Maintain good oral hygiene. 

• Use lemon/glycerin swabs to clean and 
freshen the mouth. 
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Weight 

As we mentioned before, weight can creep up 
with age. It is difficult to lose weight at any time, 
but it is especially difficult when one is older. The 
Four F^od Groups guide (presented in a box earlier 
in this chapter) would be a good weight-loss diet also. 
You can get the needed nutrients and still be eating 
only about 1,200 calories a day, especially if you 
choose low-fat meats and dairy products. Take it easy 
on the sauces, fats, and oils, and use fruit for dessert. 

Don't fall for gimmicks either. A good weight- 
loss plan should not be expensive and shoulo not be 
a quick fix. Over-the-counter weight loss medica- 
tions are not effective for successful long-term 
weight control. Furthermore, they are definitely not 
recommended for many older adults because they 
may interact with other medications and are danger- 
ous for people who have diabetes, hypertension, and 
other health conditions. 

Avoid starvation diets. Weight is more easily 
managed with regular meals. Skipping a meal only 
makes us eat more at the next one. A skipped meal 
or going without food for long periods can actually 
trick your body into burning fewer calories! 



Trire or False? Certain fruits and vegetables 
have "negative calories" and will actually help 
burn the fat off of your body. FALSE!! This is 
a popular myth which has no scientific basis. 
If you eat half a grapefruit you will get 50 
calories of energy. The key to losing weight is 
EATING LESS and MOVING AROUND MORE. 
There are no easy solutions. 




A big help in weight loss is activity. If you or 
the one you care for can move around, you will burn 
extra calories. That does not mean you should go 
out jogging, but it might mean walking if possible. 
Standing is better than sitting. A stroll around the 
living room is a start! If you would like more infor- 
mation about exercise, turn to Chapter 8 on Exer- 
cise for Fitness 



Look at all 




Vitamin Supplements 

Sometimes it is advisable to take a vitamin/ 
mineral supplement. Those who cannot eat enough 
or have very restricted diets might need a supple- 
ment. Never start taking a supplement without first 
asking your doctor, because your medication might 
be affected by a particular vitamin. If you are told 
that you need to increase certain vitamins or 
minerals, the next box can help you select foods that 
are especially good sources of potc ,sium, iron, and 
calcium. 
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GOOD POTASSIUM SOURCES 



polaloes nectarines 
fish figs 
meats prunes 
tomato (whole or juice) 
legumes (dry beans, peas, lentils) 
grapefruit or oranges (whole or juice) 
most fruits & vegetables 



cantaloupe 

soybeans 

dates 

bananas 

avocado 



GOOD IRON SOURCES 



organ foods (liver) 
legumes 

iron-fortified cereals 



beef, pork, lamb 
prune juice 

deep green, leafy vegetables 
shellfish (clams, oysters, shrimp) 

NOTE: It is important to have sufficient vitamin C (ascorb;r acid) in your diet to help 
absorption of iron. 



GOOD CALCIUM SOURCES 



milk (whole or skim) 
cheese, yogurt 
custards or milk-based foods 
deep green, leafy vegetables 
(spinach, turnip greens, etc.) 



canned sardines, salmon (bones) 
farina (cooked) 
broccoli (cooked) 




If your doctor feels a supplement is necessary, 
you do not need to spend a lot of money on a brand- 
name vitamin. Don't spend your budget on a bottle 
of vitamins. Many store-brand or generic vitamin/ 
mineral supplements are just as good. Look for one 
that provides no more than 100 percent of the recom- 
mended daily allowance (RDA). Buying a product 
that provides 250 percent or more is simply wasting 
your money. Many water-soluble vitamins are ex- 
creted in your urine if your body does not use them 
up each day, while others are stored in the body and 
could be toxic at high levels. 




BIG BUCKS 
£5 COUNT 



CHEAP 

Store braho 

too COUNT 

100^ RDA 



ERLC 



S4 



51 



Health Claims 

Labels proclaim why you should buy the pro- 
ducts. Be wary of claims that seem too good to be 
true or hbels that try to trick you into buying a pro- 
duct because it is "natural" or contains **no 
cholesterol." When you are shopping, keep in mind 
that only animals and humans can make cholesterol. 
So if you see a label on an "all vegetable" product 
that says "no cholesterol," that is a true statement, 
but it couldn't contain cholesterol anyway if it is all 
vegetable. We are afraid of cholesterol, and manufac- 
turers know that we are more likely to buy a pro- 
duct if it says "free of cholesterol." 

This is especially bad if the cholesterol-free pro- 
duct is a fat or oil. Recent research indicates that, 
possibly, we should be more concerned with reduc- 
ing our total fat and saturated fat intake than with 
cholesterol in our food. Saturated fats are those that 
are solid at room temperature. Fats from meats, but- 
ter, and poultry and those that were made solid, like 
shortenings, are primarily saturated fats. High intake 
of fat and saturated fat is connected with increased 
fatty deposits in blood vessels. 




Dehydration and Constipation 

Fluids are extremely important for anyone, but 
especially for older adults. They are less able to cope 
in situations that take water out of their bodies. Heat, 
fever, diarrhea, and vomiting can deplete fluids rapid- 
ly. Normally a person needs from four to six cups 
of fluids each day. That includes milk, juice, tea, cof- 
fee, water, and other liquids. Because coffee and tea 
seem to have a mildly diuretic Oiquid elimination) 



effect on the body, it is best to get fluids from other 
sources. 

Constipation can be a problem if we do not get 
enough fluids. Simply drinking a cup of warm water 
in the morning may help solve constipation prob- 
lems. Activity helps, and so does dietary fiber. When 
adding fiber to any diet, do it gradually. When you 
are not used to fiber, gas and bloating from a sud- 
den load can bvi very distressing. When adding fiber 
to your diet, be sure to include adequate fluids. 




GOOD SOURCES OF HBER 

whole grain cereal (bran, oats, etc.) 

whole grain bread 

vegetables 

legumes 

fruit 

soups (homemade) 



Helping the Physically Impaired 

There are mciny aids available to help your loved 
one be independent at the table. Pictured are some 
appliances that can help in food preparation and in 
eating. Sometimes, just using a plate with a high edge 
can help the person scoop the food onto a spoon or 
fork. Divided plates, cuff spoons, and many other 
helpful utensils can be purchased or ordered tL-ough 
special catalogues or hospital supply stores. Being 
able to feed onebdf or help prepare the food will 
enable the person to feol more independent. Think 
about how it would affect your appetite if you were 
unable to feed yourself. To have a better understand- 
ing of this, you may want to try having someone feed 
you a meal. 



ERLC 



55 



Memory Impairment—- 

Hints for Mealtimes 

When the person you are caring for has forgot- 
ten how to chew or swallow, or has a slow reaction 
time, you or one of the family members should be 
ne^-^rby when that person is eating or drinking, 
because there is a danger of choking. Your alertness 
can prevent this. Learn to perform the Heimlich 
maneuver to relieve choking. The Red Cross, your 
doctor, or nurse can teach you this important 
procedure. 

With slowed reactions, do not rush meals. Be 
sure the food is chewed well and swallowed. I' there 
seems to be a problem with choking on liquids, of- 
fer thickened liquids like pureed soups, puddings, and 
gelatins. There are products available to stir into li- 
quids. "Thick-It" is one such product. Ask your doc- 
tor or pharmacist for information about it. If the per- 
son you are caring for has forgotten how to feed 
himself, or is having difficulty with coordination, try 
helping him to relearn the activity. Put food on the 
spoon in his haiid, and gently assist him with put- 
ting the spoon into his mouth. Remind him to chew 
and swallow. Repeat this, and give lavish praise as 
you see him become more independent. This will 
help him relearn the skill. 

Serve liquids and soups in a cup so that they are 
easier to handle. Be sure to cool hot iiquids to avoid 
burning the mouth or tongue. Older people have a 
decreased .^sensitivity to hot and cold. Special precau- 
tions sliO'ild be taken with memory impaired per- 
sons who may not be able to recognize the temper- 
ature of a liquid. 

Limiting the number of foods offered at one time 
and serving one part of the meal at a time may also 
reduce confusion. Serving one-dish meals and 
limiting the number of utensils may also be useful. 
Often a spoon will do for the whole meal. 

Finger foods are a great help for anyone who 
has difficulty h^mdling utensils. Sandwiches or foods 
that can be wrapped in a piece of bread are easy 
to eat 

Do not put if :dible objects close to a memory- 
impaired person when he is eating. Colorful objects 
especially may be mistaken for food. 

Sometimes, memory impairment causes people 
to forget that they have just eaten. This can cause 
two different kinds of problem. First, if you give them 



something to eat each time they ask, you could be 
endangering their health by causing weight gain. On 
the other hand, they might forget to eat or refuse 
to eat. 

It is important to contact the physician if the per- 
son you are caring for stops eating, especially if she 
becomes dehydrated (not enough water in the body). 
Be sure to offer liquids if no solid food can be taken. 
If you can get her to take liquids, make the liquid 
as nutritious as possible. 



Meal Schedules and Appetite 

It is difficult, with our busy lives, to always stick 
to a schedule for meals. A regular schedule, if possi- 
ble, might not only lead to bettor eating habits, but 
you might also find thai you can manage your 
precious time more efficiently. Skipped meals or late 
meals do not help an already poor appetite. But, be 
aware that a rigid schedule may not be the answer 
for everyone. For example, you may be caring for 
someone who is a very poor eater, whose appetite 
peaks occasionally at midmoming. By taking advan- 
tage of such periods of increased appetite, you may 
actually be able to stimulate a better appetite at 
mealtime and move to a more regular, less disrup- 
tive schedule. Forcing someone to eat just because 
it is mealtime, will only hurt your relationship. One 
skipped meal is not that important. Sometimes older 
people cannot tolerate three large meals and find 
frequent smaller ones easier. 



• Mar inate meats in St*uces, wines, frnit juices, 
or herbed vinegars. 



LOSS OF APPETITE 
OR ALTERED TASTE 

• Vary color, texture, and temperature of foods 
served at meals. 

• Serve favorite meals or snacks to stimulate 
appetite. 

^ Eat small, frequent meals. 

• Enhance food flavors with favorite herbs and 
spices. 



Being in- ' Jed in the family setting at meal times 
as well as at oniher times is important. If the individual 
you are caring for needs a great deal of assistance, 
you may choose to feed her first, then get her set- 
tled comfortably before you eat. If this works best 
for you (and other family members), then do it. It 
may be a good idea to have the person join you for 
a morning or afternoon snack. In this way, you may 
both benefit from the togetherness without the has- 
sle of food preparation and cleanup. 

Summary 



A good, nutritious diet does not have to be ex- 
pensive, boring, or tasteless. Variety, moderation, 
and activity are the three most important words in 
your diet vocabulary. If you are confused or unsure 
of what you should be doing, ask your physician, a 
Registered Dietitian, or a Registered Nurse. You have 
the right to know how to be healthier and how to 
help the person you are caring for to be healthier! 
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Chapter 8 

Exercise for Fitness 

Annette Caruso-Howatt 
College of St. Scholastlca 



What Regular Exercise Can Do 



This chapter tells you how 15 to 30 minutes of 
physical activity 2 to 3 times a week can help you 
as a caregiver. It gives you "key facts" (in boxes) to 
remember during activity and presents four different 
exercise programs for you lo choose. 

You can improve your own quality of life and 
that of your older relative or friend through regular 
physical activity. Exercise or participation in a variety 
of activities can reduce stress, keep you healthy, 
make you feel better about yourself, and givt you 
more energy for your daily tasks. 



Physical fitness through exercise and sport par- 
ticipation can give you a satisfying and productive 
life-style. The physical, mental, emotional, social, and 
spiritual aspects of your life will improve with 
physical activity. You can choose from many dif- 
ferent kinds of physical activities. Sports such as 
bowling, golf, walking, table tennis, tennis, and 
bicycling will improve your physical fitness with 
regular participation. Also, stretching, aerobic and 
strength exercises will greatly icduce the effects of 
the aging process. 



KEY FACT 1 

Regular exercise gives you more energy 
to complete day-to-day tasks. 

KEY FACT 2 

A 15 to 30 minute exercise break can help 
you feel better mentally and physically. 




KEY FACT 3 

You can start exercising at any time 
during your life. 

KEY FACT 4 
Active adults feel better about themselves 
and others. 
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Are You Ready for Physical Activity? 

The questions in the Readiness Checklist box are 
aimed at helping you determine if you are ready or 
not to begin new physical activities. Answer the ques- 
tions in the box by checking "yes" or "no" for each 
question. 



READINESS CHECKUST 



YES 

□ 



NO 

□ 



□ □ 



□ 
□ 



□ 
□ 



1. Has your doctor ever said you □ □ 
have heart trouble? 

2. Do you frequently have pains in 
your heart or chest? □ □ 

3. Do you often reel faint or dizzy? 

4. Do you have high blood 
pressure? 



5. Has your doctor ever told you 
that exercise would hurt your 
bones or joints? 

6. Is there a good physical reason 
not mentioned above why you 
should not follow an activity 
program? 

□ □ 7. Are you over age 60 and not 
used io physical activity? 



If the answer was YES to one or more of the questions in the box: 



Call your family physician. 

Tel! him/her what questions you 

answered YES to. 

Ask him/her how you should begin on 
an exercise program. 



Show or tell him/her the exercise pro- 
grams in this manual that you want to 
begin with. 



If the answer was NO to all questions and if your 
physician approves, then you may start a gradual 
physical activity/exercise program, such as the Walk- 
ing Program in the next box. Always contact your 
physician first, however, before increasing your level 
of activity or exercise. This may be done by a sim- 
ple telephone call. 



A WALKING PROGRAM 
FOR CAREGIVERS 



Times 



Week 


Distance 


a Week 


Time 


1 


0.5 mile 


3 


10.0 min. 


2 


1.0 mile 


2 


19.0 min. 


3 


1.0 mile 


3 


18.5 min. 


4 


1.5 mile 


2 


26.0 min. 


5 


1.5 mile 


3 


24.0 min. 


6 


1.5 mile 


3 


23.5 r.iin. 


7 


2.0 mile 


3 


33.0 min. 


8 


2.0 mile 


3 


31.5 min. 


9 


2.0 mile 


3 


31.0 min. 


10 


2.5 mile 


3 


38.5 min. 
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Getting Started 

Getting started on a regular routine of exercise 
can be fun— and the benefits are great. A commit- 
ment to yourself to take time out of each day is need- 
ed. It may be helpful to start going for regular walks 
with a friend or to join an exercise groun at your 
church, community club, or senior center. If you 
have special needs, you may want to check with a 
physician about an adapted or modified exercise 
program. 

Four Types of Fitness 

Physical fitness includes four areas: (a) muscular 
strength, (b) muscular endurance, (c) flexibility, and 
(d) cardiovascular end*'rance. There is a minimum 
and maximum amount of exercise necessary to get 
ihe health related benefits from participating in any 
one of these areas. First, lei £ see what they mean 
for you by looking at some more Key Facts along 
with some definition of terms. 



KEY FACT 5 

Regular exercise slows the aging process 
by maintaining healthy bones, muscles, 
and joint areas. 



Muscle strength is necessary for your body to 
accomplish work. The ability to keep posture, walk, 
lift, push, and pull comes from your muscles. 

Muscle endurance is the ability for a muscle 
or group of muscles to contract over a long period 
of time. It prevents undue fatigue from your work 
and other daily activities. 



KEY FACT 6 

The ability to reach, turn, twibc, lift, 
and bend are helped hy good flexibility. 



Flexibility is the ability of the joints to move 
through their range of motion. It is different for each 
joint in the jody. Flexibility effects your ability or 
inability to move easily. 

O 
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KEY FACT 7 

Heart/cardiovascular endurance 
is the most important area of physical fitness. 



Cardiovascufiar endurance is the ability of the 
heart, lungs, blood, and other body systems to supply 
enough oxygen lo the body for it to Junction. Other 
names are cardiorespiratory fitness, aerobic fitness, 
or circulatory fitness. 



How Much Exercise Is Right for You? 

There is a correct amount of exercise for each 
person. There is a minimum amount below which 
no gains in fitness will be made anu a maximum 
amount above which it is dangerous to participate. 
To determiiie the correct amount of exercise for you, 
Corbin has suggested using the word FIT. The let- 
ters F, I, and T stand for the three important parts 
to consider when doing an exercise or physical ac- 
tivity: FREQUENCY-INTENSITY-TIME. 

Frequency is how often you exercise. You 
should exercise at least three days a week. 

Intensity is how hard you exercise. Exercise 
must be hard enough to require more work than nor- 
mal. The way to measure "hardness" differs for 
various forms of exercise. A good rule of thumb is 
to v/ork hard enough so that your breathing is faster 
than normal but not so hard that you cannot talk 
to someone else while exercising. 

Time is how long you should do each exercise. 



KEY FArT 8 

"Rule of thumb" for how hard to exer- 
cise: Work hard enough so that you 
breathe faster than normal, but not so 
hard that you cannot talk to someone. 



An excellent paperback for you to use is The New 
Aerobics, by K. Cooper. This book contains many 
other programs especially for wouen. The book is 
available at many bookstores. 



Warm Up, Cool Down! 



Proper preparation can help make your exercise 
enjoyable, effective and safe. A warm-up prior to ex- 
ercise is important. A cool-down after exercise is im- 
portant. Five minutes of exercises that work on the 
arms, legs, stomach, neck, and back are enough. An 
illustration is included for each step of the following 
warm-up and cool-down program: 




• Standing hamstring stretch . Place your feet 
shoulder width apart, toes pointed forward. Reach 
toward your ankle (right or left) v/ith both hands, 
grasping as far down on your ieg as possible. Keep 
legs straight and pull downward gently, hold for 
10-15 seconds. Repeat 6 times for each leg. DO 
NOT BOUNCE. 




Side stretch . With the feet shoulder width apart, 
lean to one side. Reach down toward the ankle 
with the arm on one side and up over the head 
with the arm on the other side. Do Not Twist or 
Bounce. Hold for 5 seconds, repeat to each side 
5 times. 



Arm and shoulder stretch . Sit in a comfortable 
position on the floor. Extend your arm directly up- 
ward and then reach down your back. At the same 
time reach with your opposite arm downward and 
behind your back, trying to touch your fingers 
from both hands. Repeat by changing arm posi- 
tions so the opposite arm reaches upward, etc. Try 
to touch fingers for 5 to 10 seconds each time, 
repeating on each side for 5 times. 
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• Calf stretc her. Stand and face a wall about 3 feet 
from it. Place your hands, fingers pointing upward, 
on the wall with hands shoulder width apart. With 
feet shoulder width apart, try to gradually place 
your heels on the ground, stiff ;n body. Repeat 5 
times. Once heels tourh ground, step backward a 
half step from the bottom of the wall. Repeat. 
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Exercise Programs 



Now that you're warmed up, let's look at exer- 
cise programs for each of the four areas of physical 
fitness mentioned earlier. Follow the illustrations as 
you read how to do each exercise. 



Cardiovascular Fitness Program 

Frequency: 3 to 4 days a week. 
Int€- ity: Use this rule of thumb: V/ork harder 
than normal so that your breathing is 
faster but you can still talk to a friend. 
Time: 15 to 30 Minutes. 
Activities: Bicycling, walking, jogging, dancing, 
swimming, hiking, continuous calis- 
thenics, aerobic dance, rope skipping, 
cross-country skiing, rowing, and play- 
ing any individual or team sport. 

Muscle Strength Exercise Program 

Frequency: 2 to 3 times a week. 
Intensity: Follow the instructions for each 
exercise. 

Time: Do each exercise 10 times in a row. 
REST. Rev^eat it 10 more limes. 



• Chest push. Put left fiot in palm of right 
hand. Push hands together keeping 
arms close to chest. 



Shou l der pull. Cup hands, interlocking 
your fingers. Try to pull hands apart, 
keeping arms parallel to the floor. Pull 
hard. 
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Backside pinch . Lie on floor face down. 
Place your lej"^ ^gether and pinch the 
buttocks toge^ , as hard as possible. 
Hands and arms may be placed in a 
comfortable position. 





Muscle Endurance Exercise Program 

Frequency: 2 to 3 times a week. 
Intensity: Follow the instructions for each 
exercise. 

Time: Do each exercise 10 times in a row. 
REST. Repeat it 10 more times. 



• Leg raises . Lie on side with the legs 
straight rn the floor, place 1 arm under 
head (bent) and the other out in front 
of you. Raise upper leg until it points 
upward to the sky, lower slowly. Turn 
over to other side of body and raise 
other leg. 





Knee raises . Stand with feet together 
and arms at side. Kaise left knee as high 
as possible, grasping under the upper 
raised leg with hands. Lower leg to 
ground and repeat with right leg. 
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• Side bending . Stand with feet shoulder 
width apart, right arm bent at the elbow 
and reaching over the head. Bend 
sideward to the left at the waist, sliding 
the left hand down the leg as far as 
possible. Repeat on other side. DO NOT 
BOUNCE. 



• Arm circles. Stand with feet shoulder 
width apart, arms at side. Make large 
circles with arms in a windmill 
fashion— one arm follows the other. 
Move forward with both arms, then 
backwards. 



Flexibility (Stretching) Exer'jise Program 
Frequency: 2 to 3 times a week. 
Intensity: Hold each exercise position for 5 
seconds, until you feel a slight pull. H^) 
NOT BOUNCE. 
Time: Do each exercise 5 times. REST. Repeat 
it 5 more times. 



• Shoulder and chest swing . Make a fist 
with both hands and place together, 
shoulder height. With elbows high, 
move both fists backwards as far as 
possible. Bring them back together 
again. Do Slowly. 
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• "V" sit . Sit on floor with your legs 
spread comfortably apart. Reach for 
your right foot with both hands, grasp 
any part of your leg you can reach and 
hold for 5 seconds. Repeat for left side. 
DO NOT BOUNCE, PULL SLOWLY 
FOR 5 seconds. 




o Leg, hip, and back stretch . Lie on your 
back with your feet together and arms 
out straight from your shoulders. Lift 
your right leg up and over your left, try- 
ing to touch your left (opposite) hand. 
Repeat with the other leg. Try to keep 
shoulders flat on the floor. Twist at 
waist. 




Summary 

Regular physical activity is vital— for you, as well 
as for your older relative or friend. Exercise or par- 
ticipation in an activity can reduce streso, keep you 
healthy, make you feel better about yourself, and 
give you more energy for your daily tasks. It is well 
worth your time to set aside 15 to 30 minutes, 2 to 
3 times a week for exercise.. .for fitness! 
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What Is Psychology? 

When you see or hear the word '^psychology " they qua provide or because of embarrassment at 
what do you think of? Just what is psychology, and being considered a "failure at life** or being Lun- 
what do psychologists do? In answering these ques- sidered "crazy." 
tions. many people think about "mental problems" 
or "niental illness"— and they are partly right. But 
the things that psychologists study and do are not 
limited just to serious mental problems. This chapter, 
therefore, v/ill not only help you understand the men- 
tal problems or difficulties^ 'nerienced by some older 
adults, but it will also expiain many of the normal 
psychological processes that are experienced by most 
older adults. The information presented in the 
chapte*" can help you work more effectively with the 
older adult for whom you are caring by giving you 
a better understanding of his or her feelings and 
behaviors. 

It is also hoped that a better understanding of 
the psychology of aging will help you in deciding 
whether to seek the assistance of mental hcijllth pro- 
fessionalB, such as psychologists, psychiatrists, social 
workers, and counselors. You should be aware, 
however, that if a person is not familiar with the men- 
tal health professions, he might resist seeking their 
services because he doesn't realize what assistance 



CONTACTING A MENTAL 
H iLlH PROFESSIONAL 

If you don't know what mental health profes- 
sionals do or if you feel that you don't even 
know what to ask them, keep in mind that they 
are accustomed to expiaining the services they 
provide. For example, psychologists are ethical- 
ly and legally bound to maintain confidentiali- 
ty and to provide you information on their 
specialty skills, procedures, and fees before 
you make the decision to use their expertise. 
They can also give you suggestions for getting 
someone, such as the person you are caring for, 
to seek their help. To contact a mental health 
professional, ask a physician for a referral or 
look in the Yellow Pages of the telephone book 
under Mental Health Services. 
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Changes and Losses 



As a starting point hr understanding the 
psychology of aging, it is helpful to "put yourself in- 
to the shoes" of the older person for whom you are 
caring. In this section we will try to see things from 
the point of view of older people by taking a look 
at some of the changes and losses many of them have 
experienced. This is important to do, because 
changes in a person's actual or perceived situation 
can strongly affect her feelings of self-worth, her 



general happiness, or the decisiuub bhe makes. This 
is sometimes hard for younger relatives and friends 
to appreciate if they have not had the opportunity 
to think about it. 

While change occurs throughout life, the typical 
older person experiences different kinds of change. 
As described in the next box, many of these changes 
are perceived as losses. 



CHANGES AND LOSSES 



Social roles. Changes in social roles can be 
perceived as losses. Examples: (a) Retirement 
can involve loss of prestige and self-esteem or 
even a sense of purpose, (b) When adult 
children become caregivers to fheir elderly 
parent, the parent may perceive d loss of in- 
dependence and control or a loss of self-esteem, 
(c) Widows and widowers often experience loss 
of social roles because , people do not know how 
to relate to them w.thout their spouses. 

Biological changes. Normal biological 
changes (covered in Chapter 6 on Changes in 
the Body) can cause younger adults to hold a 
negative view of aging or can even cause older 
persons themselves to view jld age in a 
negative way. People might overestimate the 
impact of these physical changes, and they 
sometimes think of old people as less capable 




than they really are just because they "look 
old.'* This can hurt the self-esteem of the older 
person, or it c. n lead to the over-supportive en- 
vironments discussed in the next sectio*^. 

Death /Disablement. Death or disablement of 
loved ones and friends involves loss of impor* 
tant sources of support and enrichment. As shz 
looked around her living room, one widow elo- 
quently expressed this loss by saying, "I miss 
him m every corner." It ' j not just the sadness 
and einpciness experienced by the bereaved, 
but also the loss of emotional support and men- 
tal stimulation that rnay have a negative impact. 

Time. Most of us have noticed that tim ^ seems 
to pass more rapidly as \^e grow older. For 
some people, this is seen as a loss of time, of 
opportunity, of youth, etc. 



ERLC 



The point in discussing these losses is noc to paint 
a gloomy picture of old age. These losses do not oc- 
cur for everyone or are not perceived as losses by 
everyone. In fact, from having lived for many years, 
people also gain wisdom, insight, broader perspec- 
tive, and the freedom to do new things. 
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DOES PERSONAUTY CHANGE 
IN OLD AGE? 

Some people say that certain behavior's and at- 
titudes they see In old people, like "being can- 
tankerous, overly cautious and fearful, overly 
dependent, self-centered," and so on, are due 
to "old age." But people do not usually change 
just because they have grown old. In fact, as 
a general rule, you can expect both the positive 
and negailve behaviors you have seen in a per- 
son all through his adult life continue into his 
old age. 




Therapeutic Envii onments 

C"^e of the goals you should have in mind in car- 
ing for an older person who has experienced losses 
is to try to design the physical and social environ- 
ment so that it neither overwhelms nor over-support*? 
the person. Try to have the environment slightly 
challenge the individual by taking into account the 
match or mismatch between the demands of the en- 
vironment and the individual's physical, mentai, and 
emotional characteristics. 

Because most of u> want to help others, there 
IS actually the danger o doing too much for the older 
person m our care. If, instead, we encourage as much 
independence and self-responsibility as ii possible 
while not being neglectful, we can actually help the 
individual function at a higher level for a longer 
period. This is called "providing a therapeutic en- 
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vironment." As discussed in the next box, there are 
several ways in which therapeutic environments can 
be beneficial. 



THE BENEMTS 
OF THERAPEUTIC ENVIRONMENTS 

A PHYSICALLY therapeutic environment can 
help maintain a person's health through exer- 
cise, stress-reducing activities, and good nutri- 
tion. Even if the individual has physical or sen- 
sory limitations, you can help the older person 
learn new ways of doing things to adapt to these 
limitations. Your physician can direct you to 
rehabilitation specialists, such as occupational 
therapists, who can help you. 

A MENTALLY therapeutic environment can 
help keep a person's mental abilities sharp 
through stimulation and use of the mind. En- 
courage her 0 read, or read to her if she has 
sight problems. Help her to have friends visit 
or to go visiting. Encourage her to participate 
in family activities, community events, anc' 
creative projects. Let her do nuch of her own 
"mental*' work as possible, such as keeping a 
checkbook and arranging appointments. 

A MOTIVATIONALLY therapeutic environ- 
ment can improve self-esteem by encouraging 
independence and feelings of competence. In 
addition to the physical and mental benefits of 
doing the tasks discussed above, the individual 
is also more likely to have feelings of being in 
control. 



In overly supportive environments, other peo- 
ple make decisions for the older perscm that she could 
be making for herself. It has been shown that such 
situations not only demoralize a person but also fail 
to promote growth and can lead to serious problems 
;>uch as "learned helplessness." This can happen 
when individuals no longer believe they have con- 
trol over their o\;n lives, so they become dependent 
and unwilling to take the initiative in doing things 
for themselves. The opposite could also occur, in 
whxh the person attempts tc maintain a sense of con- 
trol by resisting your help and suggestions. Recom- 
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mendations for dealing with such problems are 
discussed in Chapter 2 on Being a Caregiver and 
Chapter 4 on Communication in the Family, 

Also keep in mind, as mentioned earlier, that ac- 
tual losses are not severe for everyone and that there 
are important gains from having lived many years. 
Caregivers often mention that their older relatives 
seem to be saying: "If you need me I am still here 
for you. 1 have learned a lot in my many years of 
life. Maybe I can help." Whether the older person 
actually says this or not, remember that he does have 
a store of knowledge, skius, judgment, and wisdom 
that can be tapped. Taking advantage of these 
resources amounts to providing a therapeutic en- 
vironment wnich can benefit the individual by chang- 
ing his feelings of loss to feelings of self-esteem, com- 
petence, and usefulness. As discussed in Chapter 4, 
participating in the person's life review (or 
reminiscence) can also be therapeiilic. 

Memory 

In this section we will focus on the me^tal abili- 
ty that older people mosi often worrj about, 
memory. Although there are some normal changes 
in memorj^ as people grow very old, most people 
do not exper'^nce the severe kinds of memory loss 
discussed in the next section on dementia. Thus, for 
most elderly individuals the 'greatest "memory" prob- 



lem is not actual memory decline but rather the 
fear of memoiy lo5.i and mental decline. 

This emotional aspect is su worrisome and fits 
in so well with myths about old age, that many older 
adults find it difficult to even discuss the issue. Keep 
in mind, therefore, that It might be necessary to help 
the older peroun overcome his embarrassment or 
reluctance to discuss memory before you can teach 
him the memory improvement strategies discussed 
in the Memory Tips box. Much of the memory "loss" 
is a perceived loss due to expectatio ns that memory 
will be geltinij worse. You can think of examples of 
poor memory in younger adults too, but when they 
forget no one makes a big deal about 't. When an 
older person has a lapse of memury, however, you 
often hear her say things like, must be getting old," 
or "1 hope Tm not getting senile." You can help by 
not making sucli statements yourself! You could alsc 
explain to persons who say such things what you ve 
learned about memory and aging in this chapter. 

There are many things that can be done to main- 
tain good memory well into old age. Much of the so- 
called poor memory in adults of all ages is simply 
due to Indifference or lack of attention to the infor- 
mation to be remembered. Sometii..dS we forr.et in- 
formation because it *eally wasn't important ei.ough 
to remember. If the information is considered im- 
7yurtc*it, use the techniques explained in the box en- 
titled Memory Tips. 
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MEMORY TIPS 



Pay attention* Repeat the to-be-remembered 
information to yourself or to another person. 
Cc iCentrate on the information. For example, 
say the pv^rson s name out loud or to yourself 
when you are introduced: "It's nice to meet you, 
Darryl" When you park your car, look around 
to familiarize yourself with its location. 

Use "externa! aids/' Do not rely on your 
memory in ihe first place, evon if you are 
young. Instead, (a) take notes (keep a notebook 
handy in purse or pocket), (b) keep a calendar- 
book schedule, and (c) keep a "to do" list. Keep 
things organized in their usual places around 
your house. Put your keys down in the same 
place every time. Write down the location of 
your car when you park it. 

Memory strategies. To put things even more 
firmly into your memory, use one ur more of 
the following strategies: 

• Categorize infok-mation. For example, a 
shopping list that has all the vegetables 
together, followed by the meats, then the 
toiletries, etc. This can help if you forget to 
take your list along to the store. 

• Visualize images. Picture in your mind whcl 
you want to renember. In trying to 



The techniques listed e Memory Tips box 
can greatly improve memory fur important infurma- 
tion in most individuals. But what about people with 
severe memory impairment? Such problems, with 
their resulting memory and behavior changes, will 
be discussed next. 

Dementia 

The terms "dementia" or "organic brain 
disorder * refer to disruptwn of normal thinking 
and/or memory processes. Because the word 
"senile" means "typical of old age," the most com- 
mon type of demeiitia in old people is called * :enile 
dementia." Many people mistakenly shorten this term 
and use the word "senile ' alone to refer to such prob- 
lems. You bave probably heard people make com- 



remember a name, make an unusual associa- 
tion with an outstanding physical feature 
you'd be likely to notice the next time you 
see the person. Fc r example, say to yourself, 
"Dietrich should be diet rich" if you notice 
that he is overweight. 

• Visualize locations* Place a list of items you 
want to remember in order around a men- 
tal image of a familiar room in your house. 
You can then mentally go from location to 
location within the roon> v.hen you want to 
recall the list. This is useful when making 
speeches. 

Utilize cues for recall. ^ ^ny times the infor- 
mation "is in there" but you cannot seem to get 
it back out of your memory. If you have used 
good memory strateg'ss like those discussed 
above, try visualizing in your mind what you 
did in learning the information in the first place. 
Even if you did not use one of those methods, 
the very simple technique of going through the 
alphabet while visualizing the person whose 
name ' J are trying to remember can result 
in your recalling the name. 

Whatever method of recall you use, the key is 
to not give up too soon. 



ments like ihis when they have a memory lapse. "I 
must be getting senile." Statements like that tell us 
that many older adults do worr> about dementia. The 
purpose for this section is U help reduce these wor- 
ries by pointing out that o^inentia is not typical of 
old age and to provide 'nformation about dementia 
so that if it occurs in your family you will better 
understand what is happening and how to get 
assistance. 

There are tv/o major typeb of dementia (or 
organic brain disor Jer) that occur in old people, (a) 
senile dementia, often called Alzheimer's disease 
(and technically called primary degenerative demer. 
tia), and (b) multi infKr^* dementia, which used to 
be called cerebral arteriosclerosis or hardening of 
the arteries, and which is Ci. ^sed b> a series of small 
Sir .;kes over time. Togethei, these tv^o account for 
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most (about 80%) of the organic brain disorders in 
old people. But it is important to keep in mind that 
only about 5% of old people have significant organic 
brain disorders, with such disorders being rare under 
age 60 and rising to about 20% of people over age 
80. Because it is the most common organic brain 
disorder, we will focus on Alzheimer's disease in the 
rest of this section, but V:^ general symptoms and 
recommendations for multi-infarct dementia are 
similar. 

The symptoms of Alzheimer's disease include 
loss of intellectual abilities and memory impairment 
to the extent that social or occupational functioning 
is interfered with. Although research is pointing 
toward several promising explanations of what 
causes Alzheimer's disease, there is at this time no 
cure. Therefore, mental health professionals focus 
on managing the behavior problems that result from 
soiiieone not being able to think well or remember. 
Mace and Rabins' book. The 36'Hour Day, is a sen- 
sitive and practical source of advice. 

Because these general symptoms can Le caused 
by many other factors, a diagnosis of senile demen- 
tia by mental health professionals also involve^ 
several other criteria. Whatever the actual cause, if 
you notice intellectual or memory changes in some- 
one, } ou should ask the older persons physician to 
arrange for a consultation with a specialist in order 
to determine what the problem is and how it can be 
r^anaged. This specialist could be a psychiatribt, 
neurologist, geriatrician, or internist. The key is that 
he/she knows about aging and dementia. 

Even if Alzheimer's disease is the most likely 
diagnosis, your physician or the i-onsulting specialists 
can direct you lo mental health professionals who 
can assist you in several ways. They can: 

• teach you how to manage the person at 
home during the early stages of the disease, 
including the use cf memory aids like those 
discussed above and in Chapter 7 on iVum- 
tional Needs. 

• help you locate other resources, such as those 
described in Chapter 12 on Where to Get 
Help, as the older person becomes too dif- 
ficult to maintain in the home. 

• counsel you as you attempt to cope with what 
has been called "the thirty-six hour day" and 



"the long good-bye." 

direct you to the Alzheimer's support groups 
that exist in many communities. 

Furthermore, by consulting your physician, you 
might find that the mental disorders are cauced by 
something that can be treated, such as depression 
(see the next sei-tion), medications, malnutrition, in- 




Depression 

Depression is the most common mental disorder 
of old age. The psychological symptoms of depres- 
sion include: sadness, apathy (lack of interest in most 
everything), inactivity, a i.e^ative self-concept, and 
a pessimistic outlook. Depression often expresses 
itself '..ith physical complaints, loss of appetite, severe 
fatigue, sleep disturbances, conc!ipation or dia -hea, 
etc. 

On the surface, depression can look ;.^uch like 
dementia. The depressed person may start exhibiting 
behaviors that look like dementia (this is called 
"pseudodementia"), such as starting to forget things 
or complaining about poor memory or concentra- 
tion, and sl^e could then be misdiagnosed as having 
Alzheimer's disease. Because depression is curable 
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through various means (discussed belov/), it is very 
important to determine which illness the person has. 
There are several ways of lelling the difference be- 
tween the two. See the following box for important 
differences. 



DEPRESSION 

Symptoms usually 
develop over a period 
of days or weeks or 
may be sudden, such 
as when associated 
with psychological 
stress. 

Symptoms appear 
before intellect al 
decline. 

Onset of depression is 
often associated with 
severe stress or loss, 
like the death of a 
spouse or loss of a job. 
Might also be related 
to chemical disturb- 
ance in the nervous 
system. 

Complaining about 
memory problems, 
the state of the world; 
or poor htilth is 
typical. Depression 
often is disguised in 
physicc' symptoms 
that don't seem to 
have any obvious 
cause. 



DEMENTIA 

The onset of demen- 
tia, such as Alzhei- 
mer's disease, is usual- 
ly slow. 



Intellectual decline ap- 
pears before depressed 
mood appears. 

SenMe dementia does 
not have a stressor as 
its cause. Dementia 
progresses in the brain 
no matf.er what events 
occur in the person's 
envirormem. 



Instead of complain- 
ing, senile dementia 
patients tend to under- 
state, deny, or conceal 
their problem. 



Most depression is treated by antidepressant 
medications or psychotherapy, although in a few 
very severe cases tlectroshock therapy may be used 
after all else has failed. Ask your physician, 
psychiatrist, or psychologist to explain her choice of 
treatment. The important thing for you to do is to 
be alert for signs of depression and seek help. Depres- 
sion is usually curable. 

An extremely critical reason for being alert to 
signs of depression is that depreu^sion is the most com- 
mon cause of suicide. People Oiten "signal" their in- 



tention to commit suicide by the things they .^ay ur 
do, but you h.ue to listen carefully to notice these 
Signs. Although the majority of depressed people do 
not attempt suicide, suicide signals and threats 
must be taken seriously. If ycu suspect that someone 
is thinking about fuicide, do not hesitate to get pro- 
fessional help. Mar^;, communities have "suicide 
hotlines' or "suicide prevention centers." See the 
Yellow Pages of the telephone Jireciory under Men- 
tal Health Services or Crisis Intervention Service. 




Dying and Bereavement 

An important, yet difficult, issue L Jealing with 
death. People find it hard to talk about death or to 
talk with a dying person. But talking usually helps! 
The psychological aspects of .dying discussed in this 
secti " can help you understand your reactions and 
those of the dying person. 

Kubler-Ross, in her book. On Death and Dying, 
discusses emotions that people go through as the\ 
attempt to deal witn the knowledge that they arc 
dying. These emotions are described in *^e next box. 
Knowing that these emotions are normal can help 
ycu better understand and interact with t!ie dying 
person. In fact, if you are grieving ihe looS of a loved 
one, these descriptions can also apply to the emo- 
tions you are experiencing. It is important to not*^ 
that the emotions people display in reaction to a.i 
sorts of major losses (such as burning of a house, los* 
Ing a job, Oi becoming disabled) are ^i.nilar to KuBler- 
Rosi>'s descriptions about dying. 
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REACTIONS TO DEATH AND DYING 



Denial and Isolation. First reactions include: 
"No, not me!" "It must be a mistake." Sometimes 
the person seeks out other doct^^rs for third 
(fourth, fifth) opinions, or he goes to faith 
healers, or he denies that anything is wrong. 
This denial can be a healthy buffer against the 
shock of learning that you probably are dying 
or that someone has died, allowing you time 
to develop more rational v ping behaviors. 

Anger. "Why me!" is a typical reaction. Anger, 
envy, or resentment may be directed at anyone 
around the dying/bereaving individual. The 
key is to understand the great sense of loss the 
person is experiencing and neither to take his 
commen^LS personally nor to avoid him. Things 
v^ill be said that you must not let interfere with 
your love and concern for the person. 

Bargaining. Sometimes when anger cools 
down somew^ ' ^re are brief periods in 
v^hich the f w seems to %vant :o make deals 
to delay the death. The deals might be with 
God, medical staff, or with the illness itself. For 
example, the person might ask tc be allowed 



to live just long enough for her son s gradua- 
tiori from college...then his wedding...then her 
grandchild's birth... 

Depression. Two types of depression result 
from the j^reat sense of loss due to the immi- 
nent deatf Preparatory depressiori. or an- 
ticipatory depression is aimed at "preparing" 
for separation from the world. The person must 
be allowed to express his sorrows in order to 
make final acceptance easier. Reactive de- 
pression, which is in "reaction" to past losses, 
perhaps with guilt or shame, might require sup- 
port for his self-esteem. 

Acceptance. Eventually, a dying per^^on might 
reflect upon his coming end with quiet expec- 
tation. At this point he will most likely be tired 
and quite weak. Although he might be less 
responsive to conversation, or you might be un- 
comfortable, Jon't siay away. Short visits, 
even if in silence or only holding ' ands, can 
be very i.mportant to the dying person. These 
visits will almost certainly help you, the be- 
reaved, work through your grief. 



An important point to remember is that each per- 
son is different. We should focus on individual needs 
and desires to help ^ *ople cope with their dying or 
gr'ef in the way that is most appropriate for them. 
For example, allow openings in conversations that 
will permit them to bring up topics (such as their dy 
ing) as they wish, without forcing such topics on them 
**in order to be sure they go through all the stages." 

Viewmgs, wakes, memorial services, and 
funerals can be beneficial for the bereaved. Most 
cultures have developed rituals that in addition to 
honoring the dead, also provide support that helps 
fhe living to adjust to the loss. Generally we should 
attend these rituals, if only for our own benefit. The 
rituals provide a sense of closur^ that can make ad- 
justing to the loss easier. 

The stress caused through the loss of a spouse 
o: close relative c^n be health-and life-threatening 



(see Chapter 3 on Managing Stress Effectively for fur- 
ther discussion). This loss is more stressful for men, 
who die at a greater rate than women during their 
bereavement. Although there is no "right" amount 
of time for the period of deepest bereavement, you 
can expect the first year after the death to be 
especially hd'-d because of the series of anniversaries, 
birthdays, and holidays that will occur for the first 
time without the deceased individual. 

The most important thing that you can do for 
the bereaved is to keep in touch, such as in telephone 
calls, brief visits, and social invitations. The bereaved 
usually want to talk about their deceased loved ones, 
a«id you need to make the effort not to display ex- 
cessive discomfort or cut off this line of conversa- 
tion. And, keep in mind that r any bereaved in- 
dividuals resent being t Ad that you understand how 
they feel or that it will get easier. Many communities 



75 



have support groups or programs for assisting 
widows and widowers through their most difficult 
times. To find out about such programs, contact ♦he 
sources described in Chapter 12 on Where :t 
Help. 

Summary 

The "psychology of aging" includes a wide varie- 
ty of topics about the perceptions, feelings, and in- 
tellectual charactenstics that are common in older 
adults. It also includes mental disorders, such as 
dementia and depression, which occur only in some 
older adults. Understanding the psychology of ag- 
ing can help you work more effectively with your 
relative or friend and give you a bette understanding 
of his or her feelings and behaviors. 



Chapter 10 

Living Arrangements 

M. Powell Lawton 
Philadelphia Geriatric Center 




Some Typical Living Situations 

The following three people are very different. 
It appears that each one might need a new kind of 
living arrangement, but is a change the best idea? 
Ask yourself this question as you read about the three 
of them. 

• Norma is a widow living alone, who 
sometimes needs t from her daughter- 
in-law with snoppL ^ some extra :^ome 
cleaning, or a check of her medicine supp- 
ly. While she needs occasional help, she 
prefers to continue living in her familiar 
surroundings. She likes her neighborhood, 
where she has a nm iber of friends with 
whom she has shared over the years all the 
joys and sorrows of marriage, children, 
career decisions, family funerals, and wed- 



dings. Thus, for her the home represents 
not only physical possessions but also 
security, life history, and fond memories. 

• Helen is physically healthy, but very con- 
fused. She can*t remember the proper 
order in which to put on her clothes. She 
forgets which meals she has taken. She 
tends to wander, and sometimes goes about 
the neighborhood and has to be brought 
back by a neighbor. Her daughter lives 
with her and looks after her mother's 
safety. 

• John retired from a nearby paper mill 
about five years age. Things were going 
well for him unfiV last year when he had a 
<^troke. He is now physically disabled, has 
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unclear speech^ and needs assistance in 
dressing and bathing. However, the good 
part is that his mer^ta! ability is intact and 
his wife, Lucy, continues to be in good 
health. Thus, they are able to maintain the 
home where they have liveu lor the past 
twenty years. 

In this chapter, we will examine the important 
features of the various types of living arrangements 
available for older people. The chapter provides you 
with information not only about the various types 
ot housing, but also about the abilities, needs and 
preferences that should be considered in making 
decisions about living arrangements. The major ques- 
tions we will address in this chapter are: 

• What are the important factors to consider when 
making decisions about living arrangements? 

• How do the needs for independence and security 
influence the decisious people make about their 
living arrangements? 

• What are the various types of living arrangements 
available for meeting the needs of the diverse 
population of older people and their caregivers? 

• What are the special features of each of the hous- 
ing options? 

This chapter cannot say what is best for 
everyone. What works best for someone depends 
upon wb ^ther or not it meets he needs. If you know 
something about *he person's needs and preferences 
and about the types of living arrangements that are 
available, you are in an excellent position to help 
her make a decision. 



What Everyone Needs In a Home 

Do you know what your home provides you? 
Think about it. Sure, it keeps you dry and warm, jut 
there is more to having a home than just keeping 
dry and warm. 

First, all people need some place to call their 
own. Having a piece of our own turf gives us a place 
where we can sometimes do as we wish. It gives us 
a place to be alone in. It gives us a place to which 
we can invite Triends. If possible, it is gocd to preserve 
thh personal territory. Thus, one of the major 



benefits of having a place to call one*s own is that 
it satisfies the desire for independence. 

Besides needing an area of their own, people 
need a place that is safe and where basic needs can 
be taken care of. Thus, the second major benefit of 
havinp a home is that it satisfies the need for 
security. 

Let us consider some different ways that people 
may live, thinking about how the desire for in- 
dependence and the need for security might be 
satisfied in each type of housing. 




Non-Insi..' utional Living 
Arrangements 

Living alone in your own home. Many peo- 
ple over age 65 live alone in their own houses, apart- 
ments, or mobile homes. Though most of them are 
not lonely, there are some who do not have enough 
contact with other people. Those who are more pro- 
ne to such social isolation tend to be poor, in worse 
health, single or widowed, older, and without 
children or other relatives living nearby. Generally, 
it is a combination of these factors, rather than any 
single factor, that leads to social isolation. 

Most older people who live alone see t^eir 
relatives and friends very frequently. It is this infor- 
mal support system that tends to encourage staying 
where they are, provides them with the assistance 
they need, and enables them to maintain their prefer- 
red lifestyles as long as they can. 

Living with a relative. Less than 20 percent 
of older people live with relatives. Some call this 
separateness a symptom of the unbaring nature of 
middle-aged adults. Actually, the majority of older 
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people do not wish to live with an adult child. Some 
refer to older adults' desire to live near but not with 
relatives "intimacy at a distance/' In fact, when 
relatives do live together, it is often the younger peo- 
ple who move into the older adult's home. 

Combining generations does save on household 
exrt^.nses, and shared households are, therefore, 
more prevalent among families with lower income. 
Another important reason for sharing a home is the 
poor health of the older person. There are some 
families who want to live together, who simply 
assume that it is the only thing to do, who would 
not consider any alternative. But this is not 
everyone's way. 

What would living with your relative mean to 
you? Today we recognize much better than we did 
a few years ago that caregiving relatives have a right 
to their own lives too. A relative may be a loving 
caregiver, but may not be able to oversee the life 
of a frail adult 365 days per year. The important rule 
is t J try to assess your own strengths and resources 
objectively. Deciding to have your mother move in 
because of guilt or a feeling of compulsion may well 
euA up badly for both you ant' your mother. In mak- 
ing the decision, it mijjht be helpful to answer the 
questions in the following box. 




SHOULD THE OLDER PERSON 
MOVE IN WITH YOU? 



Are relationships among the current 

household family members good? 

Are there other family mt.mbers (such as 

young children or handicapped in- 
dividuals) who demind a lot of the fami- 
ly's care or uite'ition? 

Is your home convenient to places your 

relative would enjov going, such as 
church, senior centers, ^ . friends? 

V/ill caring for this person interfere with 

your job or participation in other 
activities? 



C?r privacy for all family members be 

.ained in your home? 

Is the house physir-^hy compatible with 

any health, sensory, or mobility problems 
the person has? 

Are there financial resources for a living 

arrangement other than having your 
relative live with you? 

Are community resources available for 

respite care, dry care, or home health 
care assistance? 
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Senior-citizen housing* Many independent 
older people have moved to high-rise apartments in 
cities where other people their own age live. Is your 
relative the sort of perso.i who would do well in such 
housing? It is worthwhile visiting such a place to see 
what life there is like. We know that most of the tw^ 
million people who live in such housing went there 
because they wanted better housing, or more social 
life, or a more secure environment. We also know 
that for most people it is an excellent choice, a place 
to maintain ind'^pendence while having the securi- 
ty of other peoole living nearby. 




Congregate tiousing. Congicgate housing 
offers some special services in additi^^a to a goud 
place to live. There is always a diuing room where 
all or most tenants eat at least on'i meal a day. ;/hile 
a few low-cost (subsidized) housing projects have cot 
gregate services, such services tend to be expensive 
and they are more liKely to be found in norisubsidized 
housing. Whether your relative needs congregate 
housing is a question that requires a lot of thought. 
Congregate housing is best for people who need <x 
moderate amount of help. 



Shared housing* Sharing a house takes advan- 
tage of the fact that some older people live in large 
homes with extra space that they are willing to rent 
to another person. Sometimes the renter may be a 
younger person. This combination of ages can work 
quite well, because the younger person either does 
some chores for the older homeowner or provides 
a sense of security simply by being there. Shared 
housing arrangements are best initiated by an agency 
that matches up homeowners and renters. 

Board and care. Board and care, boarding 
homes, and domiciliary care are names given to 
group quarters where meals and supervisory care 
are provided, but not medical or nursing care. Ideally 
the people who live here should not have medical 
problems requiring care. There are many licensed 
facilities where such mild care is given in high-quality 
environments. At times board and care homes are 
unlicensed and some may even accept people who 
are too sick or frail. This practice can put the older 
person at risk of physical decline if proper care is 
not given. 

Adult > er care, Foster care :s another al- 
ternative for frail older persons who prefei' to remain 
in the community. One example of this arrangement 
is the Family Care Program of the Miller-Dwan 
Medical Center in Duluth. This program places older 
people in the homes of preapproved, specially traine^ 
families. Less ''ostly than nursing homes, this alter- 
native is especially appropriate for those who need 
some assistance and supervisory care, but prefer to 
maintain the benefits of community life. 

An excellent discussion of the various types of 
housing arrangements included in this section can 
be found in a very readable bock entitled Where Can 
Man Live? A Family Guide to Living Arrangements 
fo" Elderly Ptucnts by Carlin and Mansberg. 

Although congregate housing, adult foster care, 
diid bume uf the other varieties uf housing can offer 
bume supportive services in addition to a roof over 
the head, most of what ha^ been described so far 
reprebentb houbing either for relatively independent 
people or fur less independent people who have 
someone tu help care for them. But, there are some 
individuals who require the higher levels of 
assistance provided by nursing homes. 



ERLC 



So 



Nursing Homes 



The nursing home is a residence for people who 
cannot care adequately for themselves. Many pec 
pie think of the nursing home as a typical residence 
for older people. Actually, only five percent of older 
people live in institutions, and the great majority of 
all people will live out their lives without ever enter- 
ing a nursing home. Today few people enter a nurs- 
ing home unless they have a major physical or men- 
tal condition that makes them unable to live 
independently. 

Although the decision to place a loved one in 
a nursing home is often the best alternative, it is a 
difficult decision that is dreaded by many families. 
One reason for this reaction is that society has 
painted a dreary picture of the institutionalized nurs- 
ing home resident as an aged person who is dumped 
in a facility by a relative who just doesn't care or 
want 'iheir family member anymore. This gloomy 
portrait has been carried over from the "poor farms" 
of years ago. This myth views the nursing home as 
a poor substitute for a loving, caring multigenera- 
tional household. Instead, the nursing home should 
be viewed as a protective, supportive*, and 
rehabilitative environment which is selected as the 
best feasible living arrangement for a particular older 
person with declining physical or mental health. 

Assurance of the most appropriate services for 
those considering nursing home care is the goal of 
the preadmission screening process followed in Min- 
nesota. All applicants to nursing homes, or any older 
person in the community not on a nursing home 
waiting list, may receive preadmission screening 
which identifies the available services in the area so 
that each person can make a decision about his or 
her care and living arrangements based on accurate 
information. Another purpose is to determine the 
icvel of care and the cost fo ^ care in a nursing home. 
Though this service used to be available only to nur- 
sing home applicants, it Is now available to anyone 
needing evaluation. The screening may be arrang- 
ed by contacting your county Social Service Depart- 
ment. More information about preadmission screen- 
ing is included in Chapter 12 on Where to Get Help. 

Many of today's nursing homes provide 
stimulating environments with increased social ac- 
tivities, easy access to religious services, musicals, 
creative crafts, recreational groups, and rehabilitative 




services. The older person and family may continue 
or even strengthen their family ties after nursing 
home placement. Often times, when family members 
are relieved of giving daily physical care tasks, they 
may discover renewed strength to provide vital emo- 
tional support to their family member. Ask about the 
nursing home's policies and procedures regarding 
families— ask how they encourage the family to be 
involved. 

Not all nursing homes give high quality care. 
Therefore, nursing home placement requires in 
vestigation by both the family and the person con 
sidering admission, including visits to several homes, 
talking with local professionals about the home, or 
talking with families of current residents. 

In what situation would you consider nursing 
home placement as an appropriate choice? Why? 
Think about these important factors and others listed 
in the following box before placing a loved one in 
a nursing home. 
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SELECTING A Nl 

Finajices: So.Tie facilities initially admit only 
private pay residents but allow them to stay 
with M'^dicaid funding once their private 
resources run out. Some may admit Medicaid 
funded residents initially, but give preference 
to private pay applicants on the waiting list. It's 
important to discuss these procedures with the 
nursing home your family is considering. A 
social worker, lawyer, or local legal services of- 
fice can also be helpful, especially to discuss the 
spouse's assets. 

It's important to know that Minn^^ )Ota has a law 
that prohibits charging higher rates to private 
pay than to Medicaid patients. Refer to Chapter 
11 for more information regarding financial 
matters. 

Location: The importance of maintaint-<g 
family ties in the nursing home cannot be 



tSING HOME 

overlooked. The facility should be within ac- 
ceptable traveling distance for family members. 

Staff' ursing home and observe staff 

cari ' < . '\K on weekdays, evenings, and 

weekends. ..^t^ .-'h^t the ratio of staff to 
resident? is. 

RehabiUi'ation services: Physical therapy, oc- 
cupational therapy. 

Mealn: Observe the dining room routine. Ask 
about x'he variation of meals and what choices 
the resid^int makes. 

ActivitJ.es: Observe activities. Talk with the ac- 
tivity director, with residents, and with the 
social worker. 

Family physician: F)ud out if your relative's 
personal physician will cv..itinue to care for your 
relative. 



If you would like to read more about choosing 
a nursing home, we recommend Chapter 13 of a 
book entitled Taking Care. Supporting Older People 
and Their Families by Hooyman and Lustbader. This 
book is easy to read and discusses a number of topics 
which may be of interest to you. Another excellent 
book that discusses nursing homes is The Nursing 
Home Dilemma by Doug Manning. 
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How Do«s One Ever Choose 
Among These Possibilities? 

Some decisions are easy. Many older people 
know exactly what they wish to do. For the great 
majority, what they wish to do is sta> right where 
they arei If your relative is such a person and you 
disagree with her wish to stay in what looks like a 
bad situation, it is certainly reasonable to discuss it. 
However, if your relative is determined, she will pro- 
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bably win! Unless the decision is causing risk io 
health or life, it probably should be accepted. It is 
difficult to fully appreciate how important having 
one's own territory is. It would be helpful to consider 
how important your own home is to you, to know 
exactly how it is to feel as if you belong where you 
are. You might know that it niay not always be easy 
to continue to live in a place that you can*t clean 
as often as you used to, or where you hesitate before 
deciding to climb the stairs, or where you don*t feel 
safe walking to the store without a companion. Yet, 
you are willing to endure these problems because 
it*s your own home and you still have the freedom 
to do many of the things you enjoy. 

As an adult child of a frail parent, should you 
try to persuade your mother or father to move in 
with you? We do know that as a peri^on*s health 
declines they become more willing to accept a loss 
of privacy or territory. In good health they might 
angrily reject any such offer. But if they become less 
independent, a discussion about such a move would 
be worthwhile. 



Looking For A New Place To Live 

Few people over 65 nove to a new living ar- 
rangement, but the number is increasing slightly each 
year as more people over 65 have greater financial 
independence. If your relative is thinking of doing 
so, whether he wants to stay in the neighborhood 
or move to Florida, get in touch with others who 
have made such a move recently. They have dealt 
with the same problems and will have a similar 
perspective. 

Sometimes the right kind of housing is hard to 
find. Most areas have an office for the aging (often 
called the "Area Agency on Aging**) which is a good 
place to begin your inquiry. Look in the telephone 
directory under "Ai?inq." If that office doesn*t have 
information on seni.^; citizen apartments, home 
repairs, or shared housing, the> will know where you 
can get such information. 

The best final word on deriding where to live 
is that every family is different and muot find its uwn 
solution. Finding that solution requires, first, an at- 
mosphere of free discussion, where the members ac 
cept the necessity of learning how one another feels. 
Second, the best solutions eventually will have to 
come by accepting the wishes of the individual. 



Summary 

We have emphasized that in making the deci- 
sion about living arrangements, one must cunsider 
many factors. First, the older person, if mentally able, 
must be fully invo.v^ed by taking into account his or 
her desire for independence and securit> needs. /lUo, 
bolh of you need to be aware uf the different types 
of living arrangements that might be goud alter- 
natives in light of yuur uwn needs and resuurtes. 
Working together yuu can maLe a decisiun that will 
be acceptable for both of you! 
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Chapter 11 

Legal and 
Financial Matters 

Dale Lucas 

Legal Aid Service of Northeastern Minnesota 



The Purpose of the Chapter 

Older adults and their caregivers have many of 
the same legal problems as others, but they also have 
specific areas of concern that particularly apply to 
them. For instance: 

• Older adults are extremely concerned about 
paying for health care costs and often are 
confused as how to deal with the large 
government bureaucracies which administer 
programs designed to help pay for those 
costs. 

• Older adults also may be particularly suscep- 
tible to consumer rip-offs, especially from 
people who solicit their business door-to-door 
such as insurance agents, home repair con- 
tractors, vacuum cleaner salespersons, and 
magazine salespersons. (See Chapter 12 for 
additional information.) 

• Another area of concern for older adults is 
the whole question o; passing on pr oper- 
ty . ^ ay believe that they absoiiitfly must 
have a will or the state will take their pro- 
perty upon death. In some cases people are 
so fearful of probate costs that they transfer 
their property before they die. For some in- 
dividuals this may be a good decision, but in 
some cases there may be disadvantages. Pro- 
per legal advice is essential before making 
any major decisions such as transferring 
ownership of your home. 

This chapter will discuss concerns like those 
listed above and general information to prepare you 
in obtaining specific information that would apply 
to your unique situation. The chapter is not, however, 
a substitute for expert advice from a lawyer. 
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SEEKING LEGAL ADVICE 

Some people may be reluctant to seek legal 
counsel because of their suspicions about 
lawyers, their fear of high legal costs, or simp- 
ly because they have not had previous oppor- 
tunities to work with lawyers. T'^ey may not 
know that there are special legal projects de- 
signed for older adults which are not necessarily 
restricted for people in a low income bracket. 
Some law offices c«m be fairly flexible in the 
type of legal work that can be performed for 
older adults and are a good starting point for 
those who feel they may have legal problems. 
If you are 60 years of age or older and want 
advice or help on a legal problem, contact yoar 
local Legal Aid office. 



Health Care Costs 

A major concern of elderly people, who are at 
a higher risk of incurring substantial health care bills, 
is how to pay for the cost of health care. The terms 
Medicare and Medicaid sound alike, but are vastly 
different in their application. Medicare is a national 
health insurance program which applies to people 
who qualiiy for Socia.i Security upon reaching the 
age of 65, or for those qualified individuals who are 
disabled and who are under the age of 65. Because 
it is in essence an insurance program, it presently 
applies regardless of income or assets. Medicaid 
(now often called Medical Assistance ), on the other 
hand, is a program for those in need, and eligibility 
is based upon having low income and having few 
assets. 



Medicare. If you are already on Medicare, you 
know that it does not pay for all costs of c^re. It's 
estimated that Medicare covers from 50 lo 60 per- 
cent of medical costs for seniors. Because of this fact, 
many have resorted to Medicare Supplemental In- 
surance, commonly referred to as Medigap In- 
surance. Because of abuse and overselling of these 
insurance policies, most states have ena< .ed laws to 
strictly regulate the sale of these policies. Minnesota, 



for instance, requires Medigap Insurance to be rated 
1 + , 1, 2, or 3, depending upon the levei of coverage. 
It is also illegal for salespeople to sell duplicate 
Medigap coverage, and there must be a 30-day 
cancellation period from the date of dplivery of the 
policy. 

Medical Assistance. Medical Assistance, 
which is also called Medicaid, is a government pro- 
gram for elderly or disabled persons who are unable, 
because of low inconie and few assets, to pay for the 
costs of their heaUh care. If a person is no*, finan- 
cially eligible for Medical Assistance initially, she can 
become eligible by spending down monthly income 
or assets to the point where the eligibility level is 
reached. Medical Assistance is often the last resort 
for people who have had catastrophic medical costs 
or require long-term nursing home care. Over 60 per- 
cent of persons in long-term care are on Medical 
Assistance, because the high costs of cai 3 have forc- 
ed them to deplete their income and assets to the 
point where eligibility occurs. 

People often seek legal advice to determine whai 
assets and income can be retained while still being 
eligible for Medical Assistance. Common questions 
that v/e receive in the Seniors' Law Project (at the 
Legal Aid Service of Northeastern Minnesota) are: 
"If my husband, who has Alzheimer's disease, must 
go into a nursing home, will we lose our home?" "We 
have managed to accumulate a small amount of 
liquid assets for our retirement; will these all be lost?" 
"Is there any way we can plan to help us retain the 
maximum amount of assets while still applying for 
Mr dical Assistance?" Legal aid offices have attorneys 
and pamphlets which will help you answer such ques- 
tions. Also see the discussion on lursing homes near 
the end of this chapter. 

Health Maintenance Organizations (HMO). 

HMO's are relatively recent developments in the 
health care field designed to be an alternative to in- 
surance programs. Instead of charging a fee for each 
service, an HMD gives care to persons who have paid 
a fixed monthly charge collected in advance, plus 
i small co-payment for some services. HMO mem- 
oers no longer have to worry about payment of 
Medicare deductibles ^ri co-payments or about do- 



ing the paperwork that is required with Medicare and 
Medigap Insurance policies. A disadvantage, 
however, may be that you cannot use a physician 
or hospital that does not have a contract with the 
HMO in which you enrolled unless you are referred 
or you have an emergency out of the HMO service 
area. 

Each of the programs described above could re- 
quire the need for legal advice. For instance, there 
is an appeal process for any adverse decision, and 
you can be represented by an attorney during any 
stage of the process. You may need legal advice for 
such things as how and when to cancel your in- 
surance policy, how to file a grievance with an HMO, 
and how to make a Medicare appeal. 



Sources of Income 

Social Security is a federal program for retired 
or disabled persons who have paid Social Security 
Taxes (F.I.C.A.). Under certain circumstances it will 
also provide coverage for family members of 
workers. There are several types of benefits under 
the auspices of the Social Security Administration. 
Some of the benefit plans are: retirement benefits, 
auxiliary benefits, survivor's benefits, disability 
benefits, and a lump sum death benefit. 

Supplemental Security Income (SSI) is another 
financial assistance program designed for individuals 
with an extremely low income. It is also administered 
by the Social Security Administration. Anyone who 
receives a total income of less than $350.00 per 
month and is disabled, or is 65 or older, should apply 
for SSI at the local Social Security office. Past work 
is not a requirement for SSI. 

Veterans benefits and other pensions are ad- 
ditional potential sources of income. You may ob- 
tain more information about them by reading the 
booklets suggested in the summary of this chapter 
or by contacting your \ocl\ legal au' office. 

Legal issues/ 

Managing Your Personal Affairs 

Wills and probate. Some of the major concerns 
of senior citizens are about wills and probate. "Do 
1 nfied a will?^ "How can 1 avoid probate?" They are 
surprised to learn that not everyone needs a will. 



and probate is not always something which should 
be avoided. 

If a person does not have a will, there are laws 
in each state called laws of intestate succession 
which provide for the pasbiag of property upon the 
death of the individual. If you die withuut a will, your 
property will be passed in eqaal .shares to your "next 
of kin." If you have a spouse that survives you, for 
instance, most if not all of your property will go to 
your spouse. If you have children who survive you 
but no bpuuse, your property will be divided in equal 
shares among your children unless you have a will. 
If you have neither spouse nor children or grand- 
children who survive you, your property will pass 
in equal shares to your next of kin as they are defined 
by the laws of the state. If you do not have a will, 
the state will only take your property if you do not 
have blood relatives who come forward lo make a 
claim. 

Those who need a will include people who want 
to give specific bequests of properly— such as fami- 
ly heirlooms, paintings, jewelry, coins, picture 
albums— to specific individuals, rather than having 
their next of kin take their property in equal shares. 
Also it would be a good idea for people with sec- 
ond marriages to consider having wills to preserve 
the property derived from their former marriage for 
their previous family. For persons wiUi substantial 
estates^ it is always a good idea to go to a profes- 
sional for advice about estate planning for purposes 
of preserving as much of the estate as possible, and 
to ensure that it goc. to the people you have 
designated. 
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People often ask, "How do I avoid probate ?" 
The simple answer is to give away all your proper- 
ty before you die. Under the laws of Minnesota, for 
instance, if you have $5,000 or less in your own name 
and do not own any real estate individually, your 
heirs can avoid probate. Often people with rather 
large estates fall into this category because they have 
placed their property into joint ownership, or have 
"life estates" and have designated "payable upon 
death'* beneficiaries for their bank accounts and sav- 
ings certificates. Surviving joint owners automatically 
take full ownership of the property upon ihe other 
joint owner's death. It does not pass inlj the estate 
for probate purposes. Similarly, beneficiaries of in- 
surance policies or people designated to be paid upon 
death take the money automatically without having 
to go through probate. 

Probate is not something which should be avoid- 
ed in every case, however. For instance, sometimes 
there are favorable capital gains tax consequences 
from passing real estate through a probate process 
rather than establishing joint ownership or a life 
estate. There also are other pitfalls that can be en- 
countered when property is shared or given away 
prior to death. It is best to transfer property only after 
seeking the advice of an attorney. 

Another qi ^.stion often asked is, "Is my will 
valid?" In Minnesota a will is valid if it is properly 
signed by a competent person (called the testator) 
in front of two witnesses, who must in turn sign in 
front of the testator. All of the signatures may be 
notarized, but this is not a formal requirement. Form 
wills should be used only with caution and with the 
knowledge that mistakes can be made which may 
invalidate the will. 

Joint ownership. There are ways of planning 
ahead for disability, and there are legal devices thai 
can be used when a person becomes incapacitated 
to the point at which he or she cannot take care of 
his own affairs. Perhaps the simplest method for pt r- 
mitting someone else to share a person's financial 
responsibilities is to set up a joint checking account. 
Income can be automatically deposited into the 
checking account, and the joint owner can write 
checks (if it is an "qr* account) to pay bills and finan- 
cial obligate ns. Setting up such an account is not 
without risks, however, because the joint owner has 
the authority to withdraw all of the money in the 



account without the express permission of the 
original owner. The joint owner also has a right of 
survivorship* which means that upon the death of 
the original owner, the balance of the account will 
automatically go to the joint owner. 
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Power of attorney. A "power of attorney" is 
a legal device which is often used to designate legal 
authority to another person. A power of attorney is 
simply a piece of paper signed in front of a notary 
public which designates certain powers to the 
attorney-in-fact. It can designate specific authori- 
ty or it can be very broad in scope. A power of at- 
torney normally is revoked automatically upon the 
dea*^'i or incompetence of the person giving the 
power. A "durable** power of attorney, however, is 
no* revoked upon t'le mental incapacity or in- 
competence of the person giving the power. For this 
reason, a durable power of atto .an be used to 
nlan ahead for men*al disability. A cauti( must be 
provided to those giving a power of att ^y, be- 
cause the powers can be broad and s\i Ang in 
nature and there is always the possibility that the 
attorney-in-fact will abuse the power given and use 
it in ways that are not in the best interest of the per- 
son who gives the authority. 

Conservatorships and Guardianships, For 
those who are incapacitated to the extent that they 
no longei uun make rational decisions regarding their 
finances or personal needs or both, a conservator- 
ship or a {guardianship might be considered. These 
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proceedings must be done in a court and, therefore, 
can involve the expense of hiring an attorney. They 
also involve the loss of certain rights of an individual 
to act on her own and, therefore, should be used only 
to the extent that they are absolutely needed. 

Considenng a Nursing Home. \s mentioned 
earlier, a major legal and financial issue families face 
is, "What happens to assets if the care recipient goes 
to a nursing home?" It is helpful if this issUw can be 
discussed well in advance of nursing home place- 
ment. We would like to give a straightforward 
answer as to how assets and legal decisions are 
handled for everyone, but the rules are complex, and 
it is too difficult to cover every situation. It is, 
therefore, advisable for a family or a couple faced 
with this situation to get legal advice. It is important 
for you to know that there are laws in Minne-sota 
that permit a division of assets so that the healthy 
spouse can retain his or her homestead, as well as 
a significant portion of the couple's assets, even 
though one spouse is living in a nursing home and 
has applied for medical assistance. 



Summary 

foi specific legal advice or representation, con- 
tact the Seniors' Law Project in your area through 
your local Legal Aid Office. The following free 
booklets are updated each year aid are available 
through local Legal Aid Offices in Minnesota: F/7/- 
ing the Medicare Gaps: Health Care Choices for Min- 
nesota Seniors, and Knowing Your Rights: A Guide 
to Minnesota Senior Citizens' Legal Rights, You will 
find these booklets helpful! 



Chapter 12 

Where To Get Help 

Joan Wainer 
Lakeshore Lutheran Home 



A Caregiver in Need of Help 

Many people are not aware of the various 
sources of help available in their community. Some 
of these resources are federally funded and others 
are provided by state or private agencies. A major 
purpose of this chapter is to introduce you to typical 
services that may be of use to you now or in the 
future. 

Ideally, community resources should be thought 
about before a situation beccmes o' whelming, 
because it is best to avoid having tc :e a deci- 
sion during a time of crisis. The following story il- 
lustrates the importance of using community 
resources. 

Rose Jenkins' mother, Eleanor, had lived 
independently until her stroke a year a^o. 
After hospitalization, Eleanor moved in 
with Rose and her husband, who recently 
retired. The daily care routine became 
burdensome, especially at the point wher. 
her mother became incontinent of her 
bowel and bladder* Rose was torn between 
her responsibilities to her mother and her 
husband, getting little sleep, and feeling 
guilty about not fulfilling her husband's 
lifelong dream of traveling during their 
retirement years. Rose was exhausted. 



nearly requiring hospitalization for herself, 
when she saw an ad in the local newspaper 
aboui respite care services for older adults. 
She knew something had to be done about 
her situation, so she called to get informa- 
tion. Rose was able to arrange respite care 
for her mother for me week every month 
so that she and her husband could travel. 
The respite care service suggested that she 
contact her local social service department 
for additional help. She has also taken the 
opportunity with some of her free time to 
join a stroke club support group. Life it- ^o- 
ing much smoother for Rose since learn- 
ing about these resources and accepting 
help. If only she had known sooner. . . 

Using this Chapter 

The resources available to older adults and their 
caregivers continue to grow. Specific telephone 
numbers and names of agencies will, therefore, 
generally not be listed in this chapter. Nevertheless, 
it is important to be aware of the types of services 
offered, how to locate them, and how to go about 
obtaining information about eligibility requirements. 
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Where to Start? 

Families often find it difficult to obtain the 
necessary and appropriate professional help or 
assistance. Most people seem to hesitate to seek out- 
side help. Initial contacts with community, state, or 
federal agencies can be coniusing and discouraging. 
Many ag^^ncies have strict eligibility requiremerxts, 
or many times useful services may not be available 
in your area. Although you may be faced with some 
of these problems in using the service system, here 
are some helpful ways to get started: 

If your relative has been hospitalized or is under 
medical supervision, you can ask hospital discharge 
planners, hospital social workers, or physicians to 
. irect you to appropriate services such as housing 
alternatives, preadmission screening, and home 
health care. 

If your family member has noi been hospitalized, 
it may be best to contact one of these sources for 
information: 

• Your community's Information and Refer- 
ral Hotiine: 727-8538 for Duluth, or toll free 
1-800-232-1300 for St. Louis, Lake, and 
Carlton counties. 

• The Area Agency on Aging: 722-5545 for 
the Duluth area or toll free 1-800-232-0707 

• Your county's Social Service Department. 
Nearly every county has its own "Community 
Resource Guide for Services for Senior 
Citizens" which can be obtained by contact- 
ing the Social Service Department. Here are 
the telephone numbers for the Social Service 
Departments in the Arrowhead Region of 
Minnesota: 

Aitken 927-3744 

Carlton 879-4583 

Cook 387-2282 

Itasca 327-2941 

Koochiching 283-«405 

Lake 834-8405, 

or 1-800-642-3295 

St. Louis Duluth 726-'^.000, 

Virginia 749-7128, 
or 1-800-232-1300 

• The Human Services Directory in the 

telephone book can be very helpful. 

tRLC 



In order to effectively discuss your situation with 
the agencies you contact and to provide effective 
assistance to your older family member, you should 
consider these three areas: 

• Activities of Daily Living (ADL). That is. 
determine what the older person can and 
cannot do. (See the boxed checklists in the 
next section.) 

• Limitatioiis of the older person. What phys- 
ical or mental disabilities or handicaps does 
the person have? 

• Youi- needs as a caregiver. How can you 
maintain vour own physical, mental, and 
social wtU'Oeing. 

Activities of DaUy Living (ADL^s) 

"ihe Activities of Daily Living (ADL's) are the 
common activities all of us perform on a daily basis. 
Review the following checklist and rate the older per- 
son's limitations. She may be able to perform many 
of these tasks, just a few, or none. 

Instructions: Put a plus sign (+) on the line if 
the person can do the activity by herself; put a 
checkmark on the line if the person can do the 
activity with some assistance; and put a minus sign 
( - ) on the line if the person must have .he activity 
done enlh-ely by someone else. 



ADL CHECKLIST 

Getting d»*essed 

Grooming 

Bathing 

Eating 

Moving self in bed (bed mobility) 

Transferring from bed to chair, etc. 

Walking 

Wheelchair use 

Communication of needs 

Toileting 

Financial management 

Household chores 

Shopping 

Transportation needs 

Preparing meals 
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Instructions: Some other areas related to day- 
to-day functioning are listed belov . Please rate the 
person you ar<i caring for by writing "good," "fair," 
or "poor" next to each item. 

GENERAL CAPABILITIES 

The ability to know when to get 

medical attention. 
The ability to take own medication 

appropriately. 

Hearing. 

Vision. 

Need for physical rehabilitation 

(therapy). 

Orientation: His/iier awareness ot 

the present environment in relation 
to time, place, and person. 

Behavior problems. 

Self-preservation skills: The mental 

judgment and physical ability neces- 
sary to cope with a changing envi- 
ronment or a potentially harmful 
situation (e.g., what to do if a fire 
starts). 

Lives alone without daily contact. 



Deciding Help is Needed 

Look again at the two checklists you completed 
in the previous section. Now, write a list statirg each 
of the person's limitations as a need. For example, 
you may have marked down that the person is not 
able lo do groceiy shopping, therefore, you have "a 
need for someone to assist her with the shopping." 
Doing this for each item thut is marked as a limita- 
tion will provide you with a list of needs for the older 
person. The list will be useful in determining the ap- 
propriate service or agency you would want to c(*n- 
tact. It may also show you how much of your time 
is needed for your caregiving tasks. 



Who Can Help the Older Person? 

The potential sources for meeting the needs of 
the older person are (a) the olde^ person herself, (b) 
the famUy, and (c) service providers (agencies). Let's 
look at each type of resource: 

The older indiviauaL Earlier, when you filled 
out the checklists, you determined what the older 
person can currently do for himself— an extremely 
important first step. It is impoi^ant that you help the 
older person to continue to be as independent as 
possible within his limitations. Encourage him to do 
as many ADLs as is safely possible. This is beneficial 
in maintaining physical and mental well-being. It is 
difficult to stand and watch someone struggling to 
button his own shirt or to feed himself when we could 
do it for him so much faster. However, the increased 
self-esteem of being able to do for himself is worth 
the waiting. You need to use your own discretion 
in how much to do for your loved one, being careful 
not to do too much. 

Family. Determine what each family member 
can do to benefit the older person. Calling a family 
meeting is a good starting point to get everyone con- 
cerned together to decide how much they can con- 
tribute to caring for the older family member. If you 
are the primary caregiver, look over your needs 
checklist and be specific to other family members 
about what assistance you need. Maybe some can 
help with visiting or being available for one hour or 
two tu stay with your loved one while you run 
errands— maybe they can run errands for you. They 
may be able to provide transportation, meals, 
household chores, daily phone contact if that per- 
son lives alone, or financial assistance. As the say- 
ing goes, "No man is an island." We all need help. 
You nee u to be assertive enough to a?k and then be 
able to ^ocept the help. 

Service providers. Determine what services 
are appropriate to meet your needs and the needs 
of the care receiver. These services are not luxuries. 
They n^-^y be helpful to you in performing your dai- 
ly caregiving tasks. It is so important to utilize 
available resources to lighten your load and prevent 
"caregiver burnout." See Chapter 3 on Managing 
Stress Effectively. 



ERIC 



91 



93 



Service providers are of three types: (a) in-home, 
(b) community, and (c) institutional. The lists in the 
following box will help you to match the needs of 
the older person with the most appropriate service 
provider. Be aware that all the needs of older per- 
sons can not always be met by a single agency. There 
may be certain services in the MsV^ not available in 
your area. Although these lists are not exhaustive, 
they are representative of the services available for 
older adults and their caregivers. 




IN-HOME SERVICES 

o Chore Services (housekeeping, lawn mowing, 
snow removal, laundry, shopping, meal 
preparation). 

• Homemaker Assistance. 

• Home Delivered Meals (Meals-on-W neels). 

• Home Health Care Programs (e.g. Public 
Health Nursing Services, providing medical 
and nursing services). 

• Home Health Aide (personal care services). 

• Senior Friend (companionship). 

COMMUNITY SERVICES 

• Adult D' Care. 

• Adult Protection/Vulnerable Adult Services. 
® Befrienders (support program available 

through local church ministerial group). 

• Caregiver Support Groups. 

• Community Education. 

• Community Mental Health Services. 

• County Extension Office (budget counseling, 
nutrition needs, consumer skills). 

• Food Servico (Senior Citizen Nutrition Pro- 
gram', congregate dining— group setting, 
home delivered meals, food shelf, food 
stamps, food surplus program). 

• Friendly Visitor, Telephone P .ourance. 

• Housing Assistance (fuel and energy 
assistance, weatherization program). 

• Income Maintenance (Medical Assistance, 
Supplemental Aid). 



• Information and Referral Service. 

• Legal Aid Service. 

• Medical Equipment Rental. 

• Postal Alert (U.S. Mail carriers report if older 
person is not collecting mail, or alerts help 
if daily routine is different). 

• Pre-Admission Screening (evaluation of a per- 
son's needs & recommendation for the type 
of care needed). 

• Respite Care. 

• Senior Citizen Centers (activities, blood 
pressure clinics, flu shots, health education). 

• Transportation (emergency volunteer 
driving) 

• Volunteer Programs. 

INSTITUTIONAL SERVICES 

• Adult Day Care. 

• Gerontology Case Management (coordinating 
and monitoring services in the home in light 
of changing needs of the older person). 

• Hospice (for persons with a terminal illness 
and tneir families). 

• Out-Patient Therapy (e.g., rehabilitative, 
physical, occupational). 

• Respite Care. 

The institutional services listed above may 
be available in clinics, hospitals, or nursing 
homes 



Contacting a Service Agency 

Listed b<»low are some suggestions which will be 
helpful to you when calling a service agency. 

^ Have your list of needs ready. 

• Write down your questions. 

• Have paper and pencil ready to take notes. 

• Have rel >vant numbers/identification ready 
(e.g. Socidi Security number, clinic number, 
and Medicare number). 

• Call early in the morning before workers go 
out into the field. Mid-week may be better. 

• Be specific about the purpose of the call by 
referriUi^ to t^'e limitations/needs list you 
prepared. 

• Write down all the information given to you 
and the names of the workers you spoke 
with. 

« Don*t hang up until you understand what will 
be done or what you should do next. 

• Follow up. Know what to do if it*s necessary 
to call back again, or if you are referred to 
another agency, or if the results were not 
satisfactory. 



Chronic Illnesses 



Though the majority of older adults live l.ealthy 
and active lives, many do experience one or more 
chronic (long-term) illnesses. Your first source of in- 
formation should be the care recipient's physician 
who will be able to tell you in an understandable way 
what the disease is, how the person will be affected, 
what the treatment is, and what the expected out- 
come (prognosis) is. Don t hesitate to ask questions 
or to follow up with more questions if you don't 
understand. After conferring with the physician, you 
may want to contact one of the sources listed in the 
next box (or more information. Also check the 
Yellow Pages in your telephone directory under the 
specific disease. You may also want to check your 
local library or bookstore for a book about the 
disease. 



OBTAINING INFORMATION 
ON CHRONIC ILLNESSES 

Alzheimer's: Alzheimer's Disease and 
Related Disorders Association (ADRDA) 
1-800-621-0379. 

Arthritis: Arthritis Foundation, 
1-800-333-1380. (In Duluth, the Polinsky 
Center, 727-5083.) 

Cancer: American Cancer Society, 
1-:J0-ACS-2345. Cancer Information, 
1-800-422-6237. (In Duluth, 727-/433.) 

Diabetes: Diabetes Association, 
i-800-ADA-DISC. You can also contact the 
local Diabetes Association or local hospital 
diabetes nurse-clinician. (In Duluth, 
727-8989.) 

Heart Disease: American Heart 
Association, 1-800-527- 6941. (In Duluth, 
727-7297.} 

Lung Disease: American Lung Association, 
1-800-642- LUNG, (m Duiuth.. 725-4721.) 

Multiple Sclerosis: Multiple Sclerosis 
Society, 1- 800-621-0379. (In Dulut!., 
727-5083.) 

Parkinson's Disease: American 
Parkinson*s Disease Association, 
1-800-223-2732. 

NOTE: Many communities have local chapters 
of the national associations, such as we have 
listed for the Duluth, MN area. 



There are many other diseases that may be en- 
countered. Again, specific advice should be given to 
you by the physician caring for your loved one. But 
don t hesitate to seek out information on your own, 
too. 
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Other Resources 

Adult Protection, In situations rf iated to abuse 
of olde*- adults, contact the police de,;artment or the 
local county social service department. 

Crime, If you are the victim of a crime (including 
consumer swindles) you should call 911 to reach your 
local i^olice department. The agencie** listed below 
can answer general questions and investigate 
complaints. 

• Attorney General— 
Consumer Services Unit Hotline: 

in Duluth 723-4891 

in Minnesota 1-612-646-7700 

• Better Business Bureau . . 1-800-832-6428 

• Insurance information 

Center 1-800-642-6121 

AARP. The American Association of Retired 
Persons (AARP) is an excellent resource for the care- 
giver. Listed in the next box are a few of the many 
Looks and pamphlets that are available. To order free 
AARP resources, send a request listing the title and 
order number to: 

AARP Fulfillment Section 
Box 2400 

Long Beach, CA 90801 



To order copies of Caregiving: Helping An Ag- 
ing Loved One ($13.95) write to: 

AARP Books 

Scott, Foresman & Company 
1865 Miner Street, Dept. CJIIL 
Des Plaines, IL 600 lo 



Newsletters, You can keep yourself informed 
about new developments related to caregiving by 
subscribing to newsletters. You might consider shar- 
ing 'he cost of these subscriptions with o':her care- 
given in your community. Since a number of you 
would then be reading 'he Sc^.me material, it is likely 
that you would want to discuss the issu js, ideas, and 
strategies covered in the newsletters. Here are two 
that we recommend: 

Patent Care, published six times a year by the 
University of Kansas Gerontology Center, presents 
useful information in an easy lo understand manner. 
A one-year subscription is available lo: $20 by 
writing to: 

Parent C^re 
Gerontology Center 
316 Strong Hall 
University of Kansas 
Lawrence, KS 66045 



AARP BOOKS AND PAMPHLETS 
Title Order Number 


• On Being Alone 


D150 


• Housing Options 






..D12063 


• The Right Place 




at the Right Time 


. .D12381 


• A Handbook About 




Care in the Home 


D955 


^ Eating for Your Good Health 


, D12164 


• Miles Away and Still Caring , , , 


D12748 


• Coping and Caring: Living with 




Alzheimer's Disease 


D12441 



Caregiving, published by the National Council 
on Agiug, provides practical information to care- 
givers. If you would like to subscribe to this newslet- 
ter, send $25 to: 

NCOA— Family Caregivers of the Aging 
Department 5087 
Washington, DC 20061-5087 
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Summary 



The purpose of this chapter is to help you, the 
caregiver, recognize that assistance is available and 
to give you suggestions on how to Mnd and contact 
the helping resources. This has been a general review 
of helping resources. Contacting your local infor- 
mation and /eferral service or social service 
department is a good starting point for locating 
specific agencies or resource people to contact. 
Learning how to assess the older person's needr is 
important so that you will be able to be more specific 
about the type of help you or the person being cared 
for needs. These services are not luxuries, but, rather, 
they should be viewed as necessities lor helping you 
to be a more effective caregiver and to feel better 
about yourself and the important job you are doing. 
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RECOMMENDED READINGS AND REFERENCES 



Many of the books listed here were recommended to you earlier, and others Iiave been added that are alsu 
good sources of information. The complete information listed here can help yucr librar> or boukstore lucate 
the books for you. We have included comments for many of these books to help guide >uur selection. Tl.c 
books without comments have been included because we quoted from them in the chajT/ters or because mu^.h 
of the chapter information was drawn from them. 



Chapter 1: What is in This Manual for You? 

Mehrotra, C. M., Randolph, S. M., & Dietrich, D. M. 
(Eds.) (1984). Instructional Manual for Parent Car- 
ing Program. Duluth. MN: College of St. Scholastica. 

This manual provides information for facilitatoi3 
and speakers who wish to conduct educational 
programs for caregivers of older adultb, A 
number of chapters from this manual were us- 
ed as background material in preparing the neu 
manual that you are reading. 

Che Being a Caregiver 

AmeriLdn Red Cross (1979). Family Heali. and Home 
Nursing (7th ed.). Garden City, NY: Doubleday and 

This inexpensive book may be useful in learn- 
ing various aspects of basic home nursing skills 
and practical issues related to caring for the 
chronically ill. 

Home, J. (1985). Caregiving: Helping an Aging Loved 
One. Washington, DC: American Association of 
Retired Persons. Glenview, IL: Scott, Foresman. 

This excellent book is written for individuals 
providing Jare to a frail older ridult. It covers 
the full range of relevant topics in an accurate, 
easy-to-read fashion. 

Gibran, K. (197:). The Prophet. New York. Alfred A. 
Knopf. 

Subcommittee on Human Services of the Select Cum- 
mittee on Aging (U.S. Huuse of Representatives). 
(1987). ISxploding the Myths: Caregiving in America. 
Cc mittee Publication No. 99-6 1 1 . Washington, DC: 
U.S. Government Printing Office. 

Vulnerable adults act. (1980). Minnesota Statutes, 
626.557. 

This Minnesota law defines your responsibilities 
as a "caretaker", definitions of abuse and 



neglect and various reporting procedures. 

Chapter 3: Managing Stress Effectively 

Ardell, D. B. 1977). High Level Wellness. Emmaus, 
PA: Rodale Press. 

This is a "classic" book on self care with 
chapters on five dimensions of wellness and an 
extensive annotated bibliography. 

Charlesworth, E. A., & Nathan, R. G. (1984). Stress 
Management: A Comprehensive Guide to Wellness. 
New Yck: Ballantine. 

A readable and practical book on the sources 
and symptoms of stress. Excellent description 
of techniques. 

Kushner, H. S. (1981). When Bad Th:.:gs Happen to 
Good People. New York: Avon Books. 

An inspiring and comforting book for anyone 
searching for meaning and insight regarding ill- 
ness, death, and other losses. 

Smith, J. C. (1985). Relaxation dynamics. Champ ;gn, 
IL: Research Press. 

Author presents nine popular stress manage- 
ment techniques in a structured and detailed 
manner. 

Chapter 4: Communication in the Family 

Briley, M. (1979). How to close the gap with your 
parents. Dynamic Years, 14 (Nov.-Dec), 19-21. 

DeVitu, J. (1985) 77/e Interpersonal CummuniLufiun 
Book (4th ed.). New York. Harper and Row. 

Kaplan, A. (1969). The life of dialogue. In J. D. Roslan- 
sky (Ed.), Communication: A discussion at the Nobel 
conference (pp. 87-108). Amsterdam: North-Holland 
Publishing Co. 

Lewis, M. I., & Butler, R. N. (1974). Life review 
therapy. Putting memurieb tu wurk in individual and 
group psychotherapy. Geriatrics, 29, 165-173. 
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Chapter 5: Techniques for Aiding 
Communication 

American Speech and Hearing Association. (1975). 
Resource Materials for Communicative Problems. 
Rockville, MD: Author. 

Chapter 6: Changes in the Body 

O'Hara-Devereaux, M., Andrus, L., & Scott, C. (Eds.). 
(1981). Eldercare: A Practical Guide to Clmical 
Geriatrics. New York: Grune & Stratton. 

Discusses many diseases of old age, but not in 
detail. Includes practical information. 

Wantz, M. (1981). The Aging Process A Health Per- 
spective. Cambridge, MA: Winthrop. 

Covers the main body of knowledge about the 
biolog> of aging in an easy to read style. 

Chapter 7: Nutritional Needs 

Minnesota Gerontological Society. (1986). Nutrition 
and the Elderly. Si Paul, MN: Author. 
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